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they can't trade 


Ident-A-Bands:’ 


Playful youngsters will tussle 
and trade toys.. But you never 
need to worry about their 
trading Ident-A-Bands . . . or 
even stretching them off “for 
a while” intending to replace 
them later. 

Built with an inner core of 
tough Mylar, Ident-A-Band 
stays on the patient’s own 
wrist . . . where it belongs! 
In fact, Ident-A-Bands are so 
comfortable that patients 
won't even want to remove 
them. 

Ident-A-Band rules out 
doubt because it’s sure three 
ways. The band is stretch- 
proof, it’s permanently sealed 
in an instant, and the identifi- 
cation can’t be slipped out or 
washed away. Only Ident-A- 
Band offers all these safe- 
guards — and comfort, too! 


the original 
the positive 


Ident-A-Band’ 


4 Hollister: 


833 N. Orleans St., Chicago 10 








Small hospitals clinic 


Medical Record Consultant 
in a Small Hospital 


by Aurelia Akesson, R.R.L. 


Shriners Hospital for Crippled Children 
Chicago, Illinois 


® SHRINERS HOSPITAL for Crippled 
Children, Chicago Unit, is a 68-bed 
hospital with an outpatient depart- 
ment of 1,600 patients. It is one of 
17 hospitals located throughout the 
United States, Canada and Mexico, 
which are owned and operated by 
the Shriners of North America, and 
are maintained as a 100 percent 
benevolence for the exclusive care 
of orthopaedically handicapped 
children. 

The beds in these hospitals total 
over 1,000 and all of the units sus- 
tain large outpatient services. Each 
hospital is an autonomy with its 
own Board of Governors, supervised 
by a National Board of Trustees. A 
patient of one unit, moving to the 
area or vicinity of another unit, may 
have his medical record transferred 
so that treatment may be continued 
without interruption. 

For many years, within the Shrine 
Hospital Organization, there had 
been a realization that. there would 
be great value in establishing a 
standardization program for the 
medical record departments with 
centralized reporting. It was felt 
that there would be exceptional 
value from the standpoint of re- 
search in the specialty of pediatric 
orthopaedic surgery. It was not until 
approximately two years ago, how- 
ever, that the fruition of that idea 
came into being. A committee was 


Presented to the Association of Medical 
Record Consultants at Chicago, Illinois. 


For more information, use yellow postcard inside back cover. 


appointed to investigate the possi- 
bility of standardizing the medical 
record of all of the units of Shriners 
Hospitals for Crippled Children. It 
was felt that the magnitude of such 
an undertaking would require the 
services of expert consultants in the 
field of medical records. Therefore, 
a plan was devised by the commit- 
tee, which had been appeinted, 
whereby eight of the hospital units 
were to be surveyed by four differ- 
ent medical record consultants who 
were to sukmit the results of their 
surveys to them accordingly. The 
Chicago unit was one of the hos- 
pitals chosen for the survey. 

Following the surveys of the var- 
ious units, the plan to standardize 
all of the 17 Shrine Hospitals was 
approved. The Chicago unit was 
chosen to be used as the working 
model for the actual work. The con- 
sultant who had made our survey 
was appointed to carry out this tre- 
mendous task. 


Disease and Operation Indexes 


One of the problems about which 
we, at the Chicago unit, had been 
very concerned for some time was 
our Disease and Operation Indexes. 
The consultant sensed our concern 
in this area, and suggested that per- 
haps, first of all, we could revise 
these indexes. This was one of the 
most amazing experiences we ever 
encountered. The revision itself re- 
quired only a few days with the 
consultant, but actual completion 
was not effected until several weeks 
later. Yet, we had r2ceived such 
thorough assistance and instructions 
that we were able to finish the job 
without further help or advice. 
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There were some anxious mo- 
ments. We had had some pretty ex- 
tensive information on our old cards 
which we were sure would be 
needed. However, now after more 
than a year, we find that there has 
been no cause for our fears. The 
new indexes have proven to be far 
superior to the old in efficiency as 
well as in appearance. Our surgeons 
have become familiar with them 
and share our enthusiasm. 

The actual experience of working 
with our consultant on these in- 
dexes gave us an entirely new con- 
cept of the Disease and Operation 
Nomenclature. The personal assist- 
ance which we received in setting 
up the new indexes was an invalu- 
able experience. 


Unit System 


Our filing system was the next 
problem. The unit system had been 
in effect but not to a complete de- 
gree. Over the years, there had 
been an omission of a great many 
of the numbers, for various reasons. 
Fortunately, it was possible for us 
to determine all of the missing num- 
bers from some very old journals. A 
new patient number index was for- 
mulated, beginning with the patient 
number “one” and ending with the 
number of the last patient enrolled 
in the hospital. Numbers were en- 
tered in chronological sequence in 
the index with the names of pa- 
tients who had received treatment 
or were now receiving treatment. 
For each unassigned number we left 
a blank space for the patient’s name, 
but entered the number in sequence. 
A number control book was set up, 
listing all of the unused numbers. 
On each clinic day, a block of these 
unused or unassigned numbers is 
given to the nurses in charge of the 
clinic, to be used for all new patients 
being admitted. The new patient 
names are subsequently entered in 
the patient index to fill in the blank 
spaces so that eventually we will 
have a true unit system. This change 
was effected over a year ago and 
has been progressing very well up 
to the present time. 


Patient Index 


Our patient alphabetical index was 
next. Since 1927, more than 6,500 
patients have been examined and 
treated in the Chicago Unit of the 
Shriners Hospitals, 1,600 of whom 
are now active. There had been in 
effect an alphabetical patient index 
for all patients, including the active 
and inactive. However in addition to 
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this, there was another index for 
only active patients and these cards 
carried a large amount of super- 
fluous information. While this in- 
formation was helpful to us in many 
respects, a great deal of time and 
effort were necessary for its main- 
tenance. We were convinced by our 
consultant that only one such index 
is required. We were reluctant to 
part with our extremely compre- 
hensive index, however, we carried 
out the suggestions of our consult- 
ant and the results have been most 
rewarding. Time and effort are be- 
ing conserved, since the one index 
which is being maintained requires 
a minimal amount of upkeep as 
compared to the previous two. The 
cards for the active patients are be- 
ing flagged with small adhesive 
metal flags for the purpose of saving 
time and effort in locating the active 
patient cards in the course of daily 
routine. 

Many other changes have been 
made, some minor and some of 
greater importance. We wondered 
quite often about the so-called 
“streamlining.” It was only a few 
months, though, when we began to 
note that most everything appeared 
to require less effort than it had be- 
fore. Our medical staff was not only 
beginning to accept the new format 
of the medical records, but was 
actually admitting that they liked 
them. The consultant is now using 
our department as a model for the 
other Shrine Hospital Units. 

Our administrator who has always 
been keenly interested in and deep- 
ly concerned with the problems and 
achievements of our medical record 
department is very pleased with our 
new efficiency of operation, new in- 
dexes and medical records. But none 
are more pleased than our own staff 
in the medical record department. # 


Guides for Developing 
Curricula for the Education 
of Practical Nurses 


by Dorothea E. Orem, R.N. U.S. Depart- 
ment of Health, Education, and Welfare, 
U.S. Government Printing Office, Washing- 
ton 25, D.C. 1959. pp. 165. illustrated 60 
cents. 


™ DESIGNED TO MEET the needs of 
persons who are interested in the 
education of practical nurses. The 
intent of the publication is to pre- 
sent concepts about the relatively 
unchanging factors underlying 
nursing and its practice and then to 
show application of these factors in 
the development of curricula for 
the education of practical nurses. 
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STITCH 
IN 
TIME 


‘A stitch in Time 
saves nine”’ 

Is a motto 

we always hear. 
“A Diack Control 
used every time”’ 
Has a meaning 
just as clear! 


Get back to first principles 
of cleanliness and sterility 
and you will control the 
staph problem. 


SMITH & UNDERWOOD, Royal 

Oak, Michigan .. . Sole manu- 

facturers of Diack Controls and 
Inform Controls 
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hows BUSINESS? (See also page 12) 


® ACCOUNTING is generally regarded not as an end in 
itself but as a tool of hospital administration. Often 
the significance of the figures may be lost upon the 
members of the board unless some explanatory note is 
appended to the accounting report. 

Our sample reported that 44 percent of participating 
hospitals do make comments on the significant points 
of the statement but only 25 percent ever try to ex- 
plain the reasons for variations from the budget. 2 
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Average Operating Expenses Average Patient Charges Average Operating Expenses Average Patient Charge Per 

Per Occupied Bed Per Month Per Socupted Bed Per Month Per Bed Per Month (Total Beds) Bed Per Month (Total Beds) 
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CANVAS O™ 
Conon nMS 


Me 


FOR SLEEPING or examination, 
the patient lies at a convenient 
nursing height. 





manual models 


FOR GETTING OUT OF BED, the patient is raised 
to a high sitting position as the spring lowers. 


Merchandise Mart e Chicago 54, lilinois 


RISPLAY ROOMS: Chicago « New York « Atlanta » Columbus 
Dallas « San Francisco e Los Angeles 
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Maine, Mass., New Jersey, New York Del., Fla., Ga.. Md., N.C., © 
H. B.. B. t, Vermont Pennsylvania ; 8. C., Va., W. Va. D.C. 
NO. OF BEDS | 1-100 101-225 226-up | 1-100 101-225 226-up| 1-100 101-225 226-up} 1-100 101-225 226-up 
_ AV, No, OF ADULT | 
PATIENT DAYS) = 1,494 = (3,575 6,370 | 1,623 4,164 9,588} 1,695 3,339 6,867} 1,476 3,615 10,018 
% of OCCUPANCY 71.74 80.26 =—- 73.90 | 72.27 77.10 83.29 | 77.64 76.81 78.27) 68.30 ——-76.67__80.27 
EXPENSES BY DEPTS. 
Per Patient Day 
Administration 3.99 4.60 5.51 | 3.40 3.30 3.36 | 2.66 3.01 = 3.33 3.88 3.59 4.45 
Dietary 3.33 4.32 5.05 | 3.13 3.57 3.83 | 3.14 3.48 3.32 2.96 3.52 3.69 
Housekeeping 1.31 1.56 = 2.13 | 1.22 133151 || 95 1.06 1.13 1.16 114 1.27 
Laundry 93 73 8! 59 70 62 |  .64 62 5l 69 58 62 
| Plant Operation 2.44 2.05 2.16] 2.09 190 1.98) 1.55 1.53 1.60 1.95 1.80 2.04 
Medical & Surgical 1.28 1.45 2.72 | 1.56 117) 1.85} = 1.03 1.17 1.08 2.22 121 9 2.51 
O. R. & Del. Rms. 1.93 2.04 2.05 | 1.3! 147 1.74} 1.56 1.76 (1.85 1.75 2.82 2.42 
Pharmacy 1.35 1.45 1.48 | 1.52 1.28 061.25] 1.52 1.28 1.83 1.91 2.16 1.90 
_ Nursing = 8.49 8.20 8.27 | 7.96 784 6.73 | 6.44 5.95 = 6.27 7.04 7.38 6.10 
Anesthesia — 1.18 .66 59 56 58 76 52 59 44 a7) 62 1.12 
laboratory = 2.04 2.39 © 3.94} 2.09 ie: WR) aT 1.26 1.86 2.24 2.43 2.95 
3 Keay —Ss.83 1.79 2.10 | 1.65 1.70 1.47 | 1.77 1.28 01.53 1.49 2.18 1.68 
Other expenses 43 56 (2.33 57 90 «(1.49 17 52 60/ 80 91 1.31 
——— es | 
TOTAL EXPENSES 44,080 = 116,174 260,205 [42,270 116,314 281,876 |39,933 80,207 177,202 | 41,002 112,555 328,654 
TOTAL CHARGES — 
TO PATIENTS | 50,614 130,181 256,902 [46,118 128,285 320,813 |44,121 90,368 197,604 | 44,797 122,702 378,769 
i 
F 4 
33.88 36.41 40.33 | 28.42 30.81 33.46 | 26.03 27.06 28.78) 30.35 33.94 37.81 
29.50 32.50 40.85 | 26.04 = 27.93 29.40 | 23.56 24.02 25.80} 27.78 31.14 32.81 
EAST NORTH CENTRAL ‘WEST NORTH CENTRAL OD gig oc gg A gg j 
Wlinois, Indiana, Michigan, lowa, Minn., Neb., a ag 
Ohio, Wisconsin N. D., 8. D., Mo. Nev.. N. M., Utah, Wyo. 
1-100 101-225 226-up | 1-100 101-225 226-up | 1-100 101-225 226-up| 1-100 101-225 226-up 
1,367 3,559 8,718 | 988 3,585 8,790 | 1,186 3,566 7,060} 1,064 3,614 6,738 
71.16 74.82 88.04 | 61.28 72.49 81.84 | 74.27, 74.88 83.83 | 64.75 73.38 75.26 
Per. Patient Der 
Administration 3.68 3.68 3.95 | 2.78 3.18 3.56 | 4.45 4.13 2.70) 5.69 6.29 6.14 
Dietary =—-:32.42 3.60 4.03 | 2.99 352 3.96 | 3.20 3.46 3.90 5.06 4.35 4.18 
Housekeeping 1.10 152 «1.71 | (1.08 1.22 1.64 | 1.22 1.61 1.37 1.71 ma RM 
Laundry 82 72 .68 78 67 65 98 83 65 84 1.07 9 
Plant Operation 1.87 2.20 2.25 | 2.44 1.75 2.15 | 2.59 2.07 1.56 2.07 2.21 2.36 
Medical & Surgical 1.47 1911.96 | (1.36 2.06 - 2.37 | 2.97 1.30 = 1.96 4.86 2.44 2.88 
O. R. & Del. Rms. 2.18 3 ee 2.09 2.41 1.41 2.34 2.94) 4.45 3.23 4.03 
Pharmacy 1.65 156 = 1.68 | 1.75 152 1.54 | 1.52 72: 1 1.53 2.05 = 1.95 
Nursing 8.72 8.25 7.41 | 7.67 7.11 6.61 | 8.01 10.35 = 8.53 | 12.62 11.70 12.71 
Anesthesia 72 £9 82 55 38 49 50 98 54 1.62 97 58 
Laboratory 1.88 2.53 2.48 | 1.36 168 2.58 | 1.98 2.75 3.10 2.72 are: > 342 
X-ray 2.02 192 19 | 1.34 1.61 1.71 | 2.46 1.89 2.09 2.01 2.26 = 2.41 
Other expenses 56 53 1.56 34 1.00 1.48 69 1.10 Jl 39 2.86 1.52 
TOTAL EXPENSES 39,518 109,910 289,454 24,467 103,609 276,362 {36,553 122,002 224,685 | 40,970 157,644 304,902 
TOTAL CHARGES 
TO PATIENTS § 42,441 = 118,165 314,681 24,961 106,203 306,725 |39,465 131,048 264,262 | 41,761 158,759 332,143 
31.05 33.20 36.10 | 25.26 29.62 34.90 | 33.28 36.75 37.43 | 39.25 43.93 49.29 
28.91 30.88 33.20 | 24.76 28.90 31.44 | 30.82 3421 31.82 | 38.51 43.62 45.25 
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_.YOUR ASSURANCE | 
OF TODAY'S -MOST COMPLETE 
OXYGEN SERVICE 


LINDE oxygen is produced under strict U.S. P. standards, 
delivered and stored in modern, efficient equipment, 
and backed by 50 years of LINDE experience in oxygen 
supply. 

This record assures you of a vital product in an area 
where nothing can be left to chance. LINDE plants, 
equipment, and distributors are strategically located 
throughout the country, prepared to meet regular and 
emergency requirements promptly and efficiently. LINDE 
experts will provide technical assistance in planning 
and supervising the installation of your system, training 
personnel in its use, and maintaining a watch over its 


JANUARY, 1961 


operation. And this LINDE liquid oxygen service is avail- 
able to general hospitals—25 beds and up. 

A free booklet gives the facts on LINDE service. Write 
today for booklet F-1285, Dept. HM-01 Linde Company, 
Division of Union Carbide Corporation, 30 East 42nd 
Street, New York 17, N. Y. In Canada: Linde Company, 
Division of Union Carbide Canada Limited, Toronto 7. 


inde 


“Linde” and “Union Carbide” are registered trade marks 
of Union Carbide Corporation. 


For more information, use yellow postcard inside back cover. 





washington BUREAU REPORTS 


James D. Snyder 


Walter N. Clissold 


OPPONENTS OF FORAND-TYPE “ELDERCARE” 
PLANS are in a stronger position than they may realize. 
With Congress gaining 26 Republicans, the GOP-South- 
ern Democrat coalition outweighs liberals by a few 
votes — at least on paper. Without a moderate boss in 
the White House, Minority Leaders Sen. Dirksen (R., 
Ill.) and Rep. Halleck (R., Ind.) should revert to their 
former staunch conservatism. Key to “Eldercare” legis- 
lation will be the persuasive powers of Kennedy and 
Johnson. But remember: their program failed during 
last August’s special Congressional session even though 
each was a Senator and a party nominee. 


On the other hand, one senses a rather touchy attitude 
by many Washington groups lobbying against liberal 
proposals. The American’ Medical Association, at a re- 
cent Washington Clinical Meeting, resolved to work 
with the AHA, Blue Cross plans and commercial insur- 
ance associations toward a uniform, lower-cost medical 
plan for all ages in every state. Persons enrolled would 
be able to enter any member hospital, but at this writ- 
ing, means of enacting a concrete plan were still up in 
the air, and Congress was fast preparing to convene. 
Meanwhile, AMA is trying hard to get the states to 
implement the Kerr-Mills federal-state financed aged 
care law. But before they invest in expensive adminis- 
trative machinery, most states are waiting to see if 
Congress will decide to foot the entire cost through a 
Social Security program. Legislative outlook now: A 
toss-up between Kennedy and the AMA. 


EMBARRASSING DIPLOMATIC RELATIONS were 
somewhat averted when the AMA voted to give another 
medical qualification exam to 2,481 foreign interns and 
residents training in U.S. Hospitals. Of 8,713 foreign 
doctors tested last September, 2,481 failed. And since 
the latter group was not certified by the AMA deadline 
of December 31, 1960, the State Department would 
have had to revoke their 5-year exchange visitors visas 
and send them home. Instead, AMA moved up the cer- 
tification deadline to June 30, 1961, thus giving the 
2,481 another crack at the forthcoming exams next 
April. This group, however, may not treat patients di- 
rectly after December 31, 1960. 


AHA and member hospitals must work out another 
type of training program for them until they pass the 
April exams and become certified by the AMA’s Edu- 
cational Council on Foreign Medical Graduates. Hos- 
pitals not complying risk loss of accreditation. Deporta- 
tion of the 2,481 who flunked would have caused a 
serious blow to America’s shortage of physicians. Earli- 
er last month the Defense Department announced it 
would call 650 medical school graduates into military 
service unless volunteers filled the gap. Medical schools 
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now turn out about 7,200 a year. Estimated annual hos- 
pital need is 10,000. 


MINUTE PROFILE of HEW Secretary-elect Ribicoff; 
liberal, with sense of fiscal responsibility; tenuous push- 
er of new Health, Education and Welfare program; em- 
minent administrative ability. 


A U.S. NATIONAL HEALTH SURVEY just out shows 
that 67% of the population is insured for hospitalization, 
62% for surgery, and 13% against cost of physician 
visits. Hospitalization insurance covers 71.5% of urban 
dwellers and 60.5% in rural areas. 31% carry one of the 
Blue Cross & Blue Shield Plans while 35% have other 
types of policies. Extent of coverage parallels family 
income — from a low of 33% coverage for those making 
less than $1,999 to a high of 84% for persons earning 
over $7,000. 


NOTE: Hospital insurance for those between 65-74 
years of age is 53.2%, and 32.5% for persons over 75. 
These HEW figures on the aged will be used as gospel 
by delegates of the White House Conference on the 
Aging and Congressmen weighing “Eldercare” pro- 
posals. Up to now legislators have had to rely upon 
several sets of conflicting figures published by oft- 
biased private groups. 


1961 HOSPITAL CONSTRUCTION outlays may top $1 
billion for the first time, says Commerce Department. 
The forecast stated that “the delayed effect of increased 
levels of Hill-Burton funds now promises a sizeable 
spurt in 1961 spending as a forerunner of further gains 
in succeeding years.” Incomplete returns for 1960 show 
hospital construction at 3% below the record $998 mil- 
lion spent in 1959. Hill-Burton share of total financing 
increased from 13% in 1959 to 16% in 1960, while the 
non-federal portion dropped from 81% to 78%. 


HOSPITALS, URBAN PHYSICIANS AND VETERI- 
NARIANS are now eligible to broadcast on the Federal 
Communications Commission’s Special Emergency Radio 
Service. Hospitals and ambulances have been assigned 
exclusive use of 5 frequencies in the 152-162 Mc band, 
effective Dec. 1, 1960. Physicians and other licensed 
emergency users must share the other 8 frequencies. 
FCC’s only license applicant at this early date is Com- 
munity Hospital in Douglas, Mich. 


VETERANS ADMINISTRATION HOSPITALS, in an 
intensive effort to free more beds, have launched “pre- 
hospital” and “post hospital” care programs for vets with 
non-service connected illnesses. Lab and X-ray ex- 
aminations will be offered, as well as government-paid 
transportation to and from hospitals. VA also reports 
that 17,330 recovering mental patients visited foster 
homes and their communities in fiscal 1960 as part of a 
“trial visit” program. 


PEOPLE: Project HOPE founder Dr. William B. Walsh 
received the U.S. Information Agency’s Distinguished 
Service Citation at a National Press Club luncheon in 
Washington . . . . Maj. Gen. Howard McC. Snyder, 
physician to President Eisenhower, has been honored 
for “a lifetime of distinguished service to humanity” by 
the recent AMA Clinical Meeting in Washington . : 
Lois E. Gordner has become Chief of Research and Re- 
sources Branch at PHS Division of Nursing ... . Dr. 
Claire N. Vernier is now with VA as acting director of 
automatic data processing in medical and dental re- 
search .... Jack S. Heard, San Francisco is the new 
president-elect of the American Society of Hospital 
Pharmacists. a 
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TENTH OF A SERIES WITH SIGNIFICANT SUGGESTIONS FOR CONTROLLING CROSS INFECTIONS 





spread of flu and flu-like illnesses which, all too 

frequently, lead to staphylococcal pneumonia and 
death in high-risk patients. Although the influenza epidemic 
wave of the first three months of 1960 was not as severe 
as the Asian-flu winter of 1957-1958, the USPHS still con- 
siders that it caused 26,000 excess deaths during the period. 
Of these, 80% were in patients over 65 years old and 90% 
were attributable either to pneumonia-influenza or com- 
plications of renocardiovascular diseases. Unlike many 
viruses, the influenza virus can and does persist for days in 
virulent form in the environment unless destroyed by in- 
tensive disinfection measures. 


H'» it is the season again to be on the alert against 


Last month, when we first told you about our new 
Amphyl® Spray Disinfectant and Deodorant, we were so 
intent on its convenience and effectiveness as a spot dis- 
infectant and air deodorant that we forgot to mention one 
of its very good features. This is that it does not leave an 
oily or sticky residue. To demonstrate this, one of our 
technical representatives applies Amphyl Spray to his white 
shirt cuff! For surfaces, you can demonstrate it on a glass 
door or mirror—but why not spray it right on to a door 
handle or bed side table where it can go to work as the 


disinfectant it is? Would you like our descriptive folder and 
bacteriologic reports on Amphyl Spray? If so, please 
write us. 


“Staphylococcal enteritis or staphylococcal diarrhea 
among our hospitalized patients is a source of concern to 
us, since we do not know its exact relation to potentially 
fatal pseudomembranous enterocolitis, to the possible role 
of intestinal staphylococci in serving as a reservoir for 
staphylococcic infection of other patients in our hospitals, 
or to the transfer of these intestinal organisms to other parts 
of the body where their presence may present serious prob- 
lems, such as wound infections, pneumonia and septi- 
cemia.” 

Drs. Dearing and Needham of the Mayo Clinic and 
Mayo Foundation made the above comments after a two- 
year study of 243 consecutive, hospitalized patients whose 
stool cultures revealed the presence of Staph. aureus. 
(J.A.M.A., Nov. 19, 1960) Although none of the seven 
stated purposes of this study was evaluation of the extreme 
dangers of cross infection, awareness of this potential is 
evident throughout the report. 

In the care of such patients, aseptic housekeeping meas- 
ures are essential to help avoid autoinfection of the patient, 
spread of organisms to other patients, and infections of 
personnel. Thorough disinfection of floors and equipment, 
as well as linens and blankets, is dependably accomplished 
with any one of the L&F refined phenolic disinfectants— 
Amphyl®, O-syl®, and Lysol® disinfectants or Tergisyl®, 
our detergent-disinfectant. As you know, all are widely 
microbicidal, including staphylocidal, pseudomonacidal, 
tuberculocidal and fungicidal. Specific recommendations 
for using each product are available for individual or group 
instruction. If you need multiple copies for teaching pur- 
poses, just let us know. We’ll be glad to send them. 


If you’re wondering whether it’s still important for a 
disinfectant to be a tuberculocide, consider this statistic 
from the Virginia Public Health Department. In the years 
1957 to 1959, 42% of the tuberculous individuals who died 
were first identified as such on the death certificate. 


Many long-range reports now being published confirm 
that, in most hospitals, staph infection exists at an endemic 
level. Goal of contamination control measures is to lower 
that level and to prevent emergence of epidemics or, should 
they occur, to curtail them quickly. Isolating patients ad- 
mitted with staph infections, as well as those developing 
staph infections after admission, is now widely recom- 
mended. Frequently, the success of such units in preventing 
spread of infectious organisms throughout the hospital de- 
pends upon specific and dependable disinfection procedures 
within the isolation unit. Use of Amphyl® on floors, walls, 
furniture and fixtures and in laundering blankets, linens, 
and curtains will destroy these offending organisms. Our 
new literature covers specific instructions for Amphyl dis- 
infection of isolated units. Bacteriologic data is, of course, 
included. May we send it to you? 


BR, for eliminating staphylococci from 50 blankets: add 
1 gallon of Amphyl® to 100 gallons of water, rotate for 
3 minutes, soak for 10 minutes, add soap or detergent and 
follow usual washing procedure. If residual antibacterial 
effect is desired, add 1% Amphyl to last rinse. 


If there’s any doubt in your mind about the basic role 
that bactericidal floor cleaning can play in infection con- 
trol, please write us for a reprint of the article “The Floor 
As A Reservoir Of Hospital Infections’, by Carl W. Walter, 
M.D., and Ruth B. Kundsin, Ph.D., as published in Sur- 
gery, Gynecology & Obstetrics, October, 1960. Graphic 
comparisons are made between bacterial counts when floor 
disinfection is done at 30-day intervals and 24-hour inter- 
vals. The difference is significant. 


Have you a baffling contamination control problem in 
your hospital on which we might help? Although we realize 
that disinfection is only one part of the complete control 
program, as you know, it is an important one. Our research 
laboratories and technical advisers are ready to help and I, 
personally, would like very much to hear from you. 


Charles F. Manz 
General Sales Manager 
Professional Division 


LEHN & FINK PRODUCTS CORPORATION 
4934 LEWIS AVENUE, TOLEDO 12, OHIO 
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CONSULTING 


with Doctor Letourneau 


Infection Committees 


QUESTION: What is the length 
of time that a person should 
serve on the committee on in- 
fections? Should there be a pro- 
vision for rotation of personnel 
in the hospital? 


ANSWER: Members should serve 
for at least one year and specialists 
should serve as long as possible. It 
is definitely advantageous to rotate 


’ members of the committee so that 


as many persons as possible in the 
hospital be exposed to the work of 
the committee. 


Instrument Counts 


QUESTION: Recently our hos- 
pital attorney suggested that we 
should do an instrument and 
needle count on every operation 
before the patient leaves the op- 
erating room. What is your opin- 
ion? 


ANSWER: An instrument and 
needle count before and after sur- 
gery would be a good procedure to 
follow if it could be done con- 
venientiy. Most hospitals do not 
undertake such a procedure because 
of the inconvenience and the diffi- 
culty in obtaining accuracy. The 
question should be referred to your 
surgical committee and your medi- 
cal staff. 


Insurance Claim Forms 


QUESTION: One insurance com- 
pany which underwrites some of 
our hospitalized patients has de- 
veloped a form which is very 
lengthy and time-consuming. We 
have refused to complete this 
form and instead we have of- 
fered to complete the form rec- 
ommended by the American Hos- 
pital Association and the Health 
Insurance Council. The company 
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states that unless we complete its 
form, it will refuse to pay the 
bills of its insured patients. What 
can we do? 


ANSWER: You should refer this 
matter to your hospital council. 
Meanwhile you should notify the 
insurance company that failure to 
pay the patient’s bills will result in 
your billing the patient direct. This 
is usually sufficient to obtain co- 
operation. 


Change of Physician 


QUESTION: What should be 
done when a patient changes 
physicians? The new doctor 
presents a request by the patient 
to see the medical record of care 
and treatment but the previous 
doctor objects. 


ANSWER: Your first responsibility 
is to the patient. In the case of an 
objection by a physician the medical 
record committee should be con- 
sulted about the method of release 
of the information. 


Retirement of Physicians 


QUESTION: For years this hos- 
pital medical staff has been dom- 
inated by elderly physicians, 
some of whom are well past 70. 
Recently the younger physicians, 
who have been held back because 
of the refusal of the old physi- 
cians to retire, have petitioned 
the governing body to include a 
clause of compulsory retirement 
from the active medical staff for 
all physicians over the age of 65. 
The older men object violently 
claiming that they should be the 
best judges of their capacities. 
What is your opinion? 


ANSWER: I believe that some pro- 
vision should be made in your by- 
laws for compulsory retirement of 





physicians from the active medical 
staff. Whether this age be 60 or 65 
or 70 is a matter of policy for the 
board to decide. An old man is not 
the best judge of his capacities but 
neither is a young competitor who 
is anxious to supplant him. To avoid 
forcing the medical staff to make 
unpleasant decisions, an arbitrary 
cut off age should be selected and 
the rule should be broken only un- 
der the most exceptional circum- 
stances. 


Hospital Law Textbook 


QUESTION: Can you recom- 
mend a good textbook on hos- 
pital law that we can present to 
our attorney? 


ANSWER: The most detailed text- 
book on the subject is the service 
provided by the Hospital Law Man- 
ual published by the University of 
Pittsburgh under the editorship of 
Mr. John Horty. 


Telephone Prescriptions 


QUESTION: Is it correct. pro- 
cedure for medical secretaries to 
accept physicians’ orders by tele- 
phone and then relaying.them 
to the nurse in charge of the 
floor? We do this to save the 
nurse’s time. 


ANSWER: A _ medical secretary 
should not accept a prescription by 
telephone but should call for the 
registered nurse in charge who 
should then receive the order from 
the physician and sign her own 
initials to it. The physician should 
countersign the order as soon as 
possible. 


Laundry Chutes 


QUESTION: Can you give us 
any good method of cleaning and 
disinfecting laundry chutes? 


ANSWER: I personally feel that 
all linen chutes should be con- 
demned and linen handled by spe- 
cial carts and bags. If you must use 
a laundry chute, one of the V.A. 
hospitals is disinfecting its linen 
chutes by the use of a garden spray 
attached to a garden hose. This 
provides for continuous mixing of 
disinfectant concentrate and water 
in correct portions for the required 
disinfectant solution. The effective- 
ness of this method has not been 
reported. a 
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Spinal and Femoral Sections are Telescopic 


ONLY 
the Castle 
5-SECTION OPERATING TABLE 


ADJUSTS TO PATIENTS SHORT OR TALL 


Five-section, telescopic design in an operating table. Think what this means! 
For the first time, an operating table may be fitted to each patient. Individual 
anatomy governs table configuration. For the first time, true contour- 
correspondence of table top and the body’s five anatomical regions is possible— 
with constant correspondence of table and skeletal articulation throughout the 
procedure. Assured—the most favorable surgical exposure consistent with 
physiologic function. WRITE for full details. 
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GUest EdItoRIal 


by William E. Woods 


Assistant to the Executive Vice President 
National Pharmaceutical Council 





Drug Name Integrity 


n 1953 when the National Phar- 

maceutical Council was formed, 
one of its original objectives was 
to benefit the public interest by en- 
couraging the highest standards of 
ethics and integrity in the manu- 
facture, distribution, and dispens- 
ing of pharmaceutical products. To- 
day, we find NPC still mindful of 
its responsibility to the public and 
conducting its programs within the 
framework of the original objec- 
tives. 

Integrity was important to the 
founders of NPC—integrity of in- 
dividuals in every phase of phar- 
macy, integrity of products and in- 
tegrity of product names. The phe- 
nomenal progress of hospital phar- 
macy and the NPC companies in 
the past six years has emphasized 
in many ways the importance of the 
integrity of pharmaceutical products 
and of the trade names applied to 
these products. 

This philosophy was well ex- 
pressed by NPC President Nelson 
M. Gampfer who said: 

“As representatives of the in- 
dustry arm of the health team, the 
NPC will accelerate its efforts to 
familiarize other members of the 
team with the unseen ingredients 
of our pharmaceuticals. We want 
physicians, administrators, nurses, 
retail pharmacists, hospital pharma- 
cists, pharmacy college faculties and 
students to become more cognizant 





Presented at the Annual Meeting of the 
American Association for the Advancement 
of Science, Hospital Pharmacy Session, 1959. 
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of the accuracy of our equipment, 
of the extensive research, of ex- 
acting control procedures and of 
the many years of scientific inquiry 
standing behind or built into the 
integrity and purity of the products 
of a reliable manufacturer. 

“Such effort on our part to em- 
phasize these unseen ingredients is 
consistent with the historical back- 
ground of the NPC principles, 
namely that the physician’s order 
must be inviolate whether the phar- 
maceuticals so ordered are dis- 
pensed in a hospital or a retail 
pharmacy. 

“In pursuing this objective we 
will continue to follow a path of 
forthrightness. To all of our actions 
we will apply two tests: (1) is it in 
the best interest of the patient or 
the public? (2) will it maintain the 
professional standards of the phar- 
macy profession?” 

Some of the unseen ingredients 
were highlighted recently by Her- 
bert S. Wilkinson, Vice President 
of Abbott Laboratories: 


“Our control laboratories today 
are wonderlands of equipment— 
photoelectric eyes, electronic con- 
trols, electron microscopes, specto- 
graphic equipment and other mar- 
vels. The production equipment, 
over which control keeps such an 
eagle eye, is vastly improved in 
quality. In effect, our quality con- 
trol laboratories today are almost 
independent arms for the industry, 
highly concerned with the welfare 
of the public. They have records 
of perfection which are little less 
than miraculous, with standards 


that literally defy human error. 
This, too, is part of the evolution of 
our industry. Anywhere from 10 to 
20 percent of a manufacturer’s cost 
lies in quality control. It is another 
of the invisible ingredients which 
set today’s pharmaceuticals worlds 
apart from those of yesterday. 

“It is certainly not uncommon 
today for a pharmaceutical compa- 
ny to have 20 percent of its em- 
ployees engaged in various aspects 
of research and development. And, 
of course, it is an axiom by now 
that new products are the life blood 
of our industry. We aim to make 
obsolete, not only our competitors’ 
products, but our own as well.” 

During the past year we have 
talked with many pharmacists 
about drug dispensing practices in 
hospitals. There are certain prac- 
tices that are disturbing and some- 
times even discouraging to the peo- 
ple in our industry. On the other 
hand, pharmacists have related to 
us some incidents or occurrences 
in hospitals which do not reflect 
credit on pharmaceutical manufac- 
turers. This is as we. would like it 
to be for we are greatly interested 
in better communications between 
representatives of the pharmaceuti- 
cal industry and the spokesmen for 
America’s hospitals, especially hos- 
pital pharmacists because in a sense 
they are ambassadors for the phar- 
macy profession and the pharma- 
ceutical industry within their own 
hospitals. All of the pharmaceutical 
elements rely on them to tell phar- 
macy’s story in the hospital. We 
have tried to interpret some hos- 
pital procedures and problems to in- 
dustry representatives who are 
striving to become better acquainted 
with hospital policies and activities. 

It is most important that all mem- 
bers of the health team become 
more conversant with the problems, 
techniques and positions of other 
members of the team. The public 
expects you to become more knowl- 
edgeable in the affairs of your pro- 
fessional associates. Your sugges- 
tions for a proper exchange of such 
information will be appreciated. 

When we consider the exceptional 
tempo of developments in the 
health field, it is understandable 
that individual hospital pharmacists 
or administrators will not set in- 
dependently for themselves at the 
same time identical standards. We 
have seen through the years the 
evolution of standards, ethics and 
laws affecting pharmacy usually re- 
sulting from the splendid efforts of 
pharmacy organizations, associa- 
tions and societies. 
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We have pointed out several 
practices in hospital pharmacy 
which have a bearing on trade 
names of pharmaceutical compa- 
nies. There are just three points 
which affect trade name usage in 
hospitals. These require some clari- 
fication. 

American Hospital Formulary 
Service and formularies of individ- 
ual hospitals. We are not aware of 
any statement by the pharmaceuti- 
cal industry opposing all hospital 
formularies. There may be some in- 
dividuals in the industry who are 
not informed about the original in- 
tended use of formularies. We have 
made a concerted effort to bring 
about an intelligent understanding 
of the purpose and scope of a prop- 
erly operated formulary. We have 
no desire to participate in any pro- 
gram aimed at undermining the ed- 
ucational philosophy of hospital 
formularies. But where formularies 
are abusing pharmaceutical compa- 
nies or disregarding their funda- 
mental property rights, you may 
well expect them to speak up or 
to take action individually to cor- 
rect such abuses. 

It is doubtful that NPC as an or- 
ganization will ever endorse the 
American Hospital Formulary Ser- 
vice. Any council representing 21 
companies might even be prevented 
legally from such an endorsement. 
It will no doubt be sometime before 
some companies take a stand, be- 
cause they want to wait and see 
what effect the service will have on 
the sales of their individual prod- 
ucts. 


Actually, the service does not 
contain some of the objectionable 
statements to be found in a few 
of the formularies published by in- 
dividual hospitals. There are veiled 
statements in some formularies or 
drug lists that a physician’s failure 
to prescribe the formulary listed 
items will bring about delays in 
medication to the hospital patient 
and additional costs to the patient. 
Such statements addressed to the 
medical staff in a hospital are im- 
proper and ill advised. However, 
some hospital detailmen feel that 
the service gives them a better 
break than they were getting before 
because more consideration is now 
shown for trade names. In the fu- 
ture, pharmaceutical companies will 
no doubt get significant numbers of 
reports from the field. You can be 
assured that the companies will 


keep a close eye on the service be- 

cause the integrity of their drug 

names may be vitally affected. 
Hospital pharmacy labels bearing 
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trade names. li a trade name drug 
has been dispensed in the container 
so labeled, there is certainly no 
problem. But if a trade name drug 
has not been dispensed in the con- 
tainer bearing the trade name label, 
a whole gamut of problems arise— 
product liability of the manufac- 
turer, mislabeling practices and 
questions involving the manufac- 
turer’s trademark and trade name 
rights. The same questions arise 
whether the container is a floor 
stock container or if it is for an in- 
patient or outpatient. 

From a cursory view it might 
seem that incorrectly placing a trade 
name on a label has no bearing on 
substitution laws. It is generally be- 
lieved that insofar as hospital phar- 
macy is concerned that substitution 
questions turn on whether the pre- 
scriber has consented to the dis- 
pensing of a generic equivalent. 
What appears on the label there- 
fore may seem of little importance. 
On reflection, however, a real rele- 
vance can be seen between the 
reality and effect of the prescriber’s 
consent and the trade name ap- 
pearing on the label. That relevance 
lies in this. Is not the prescriber 
led to assume by the appearance on 
the label of the trade name pre- 
scribed that the hospital pharma- 
cist did not rely on his prior gen- 
eral consent and that the pharma- 
cist really dispensed the trade name 
ordered? Stated differently, does not 
this practice deceive the prescriber 
or involve legal misrepresentation 
and therefore vitiate his prior gen- 
eral consent? 


This issue is being discussed as- 
suming but not declaring that prior 
general consent is valid. It is char- 
acteristic of all current forms of 
consent to the formulary system 
that they are not commands to use 
generic equivalents, but simply per- 
missions to use such equivalents. 
Of course, when and whether the 
equivalent is dispensed is known to 
the hospital pharmacist and not 
known to the prescribing physician. 
Yet by virtue of the labeling prac- 
tice in question, the prescriber does 
not know when or if his consent is 
being relied on by the pharmacist 
and, moreover, would certainly as- 
sume that it was not relied on when 
the name on the label corresponded 
with the name he prescribed. 

It is submitted that this is bad 
faith on the part of the pharmacist 
and that he should be stopped from 
relying on the defense of prior gen- 
eral consent when he is shown to 
have indulged in this practice. An- 
other way of stating this is that con- 


sent to the use of generic equiva- 
lents is impliedly conditioned on 
dispensing generic equivalents as 
generic equivalents, not as the trade 
name drug ordered. If such an es- 
toppel were thus applied resulting 


. from mislabeling amounting to mis- 


representation, the hospital phar- 
macist would be guilty of substitu- 
tion notwithstanding the hospital’s 
adoption of a formulary system and 
the prescriber’s general consent to 
it. 

Generic name statements on hos- 
pital prescription blanks. Prior to 
my associaton with NPC, I was on 
record in opposition to this prac- 
tice because I believe it not to be 
in the best interest of pharmacy’s 
public relations. I have not changed 
my mind. If you feel that such 
statements give you legal protec- 
tion, it may be that you are en- 
joying a false sense of security. If 
you have adequate prior consent 
from your prescriber, why do you 
need the statement on your pre- 
scription blanks? Both administra- 
tors and hospital pharmacists may 
wish to re-examine the desirability 
of the practice. My interest in this 
practice stems from the belief by 
some industry people that this prac- 
tice tends to bring about some dis- 
regard for trade names. 

Let me assure you of my con- 

tinued belief in your integrity and 
dedication as individuals and as im- 
portant members of the health team. 
Let me put my point of view before 
you again. Formularies are not ob- 
jectionable per se, unless the for- 
mulary is used as an economic 
weapon against a company or to 
deprive a company of some funda- 
mental property right. Certainly 
there could be no opposition to a 
formularly being used as a proper 
educational technique within a hos- 
pital. 
In two other areas affecting the 
trade names of pharmaceutical com- 
panies, I have suggested that you 
and your hospital administrators 
re-examine some of your hospital 
pharmacy practices. One area con- 
cerns labeling practices and the 
other area involves generic state- 
ments on hospital prescription 
blanks. 

The past year has brought to in- 
dustry’s views an expanding com- 
prehension about hospital pharma- 
cy. NPC officials have spent con- 
siderable time in 1959 reviewing 
matters pertaining to hospital phar- 
macy. They are anxious that all 
members of the health team be 
conversant with the problems of 
each member of the team. a 
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hospitals & the Law 


by Emanuel Hayt, LL.B. 


Manufacturer of Salk Vaccine 
Liable for Poliomyetis 
Contracted by Children 


® THIS sUIT was brought by plain- 
tiffs’ two children and their parents, 
against defendant pharmaceutical 
manufacturer to recover damages 
arising out of the contraction of 
poliomyelitis by the children as a 
result of being vaccinated with Salk 
vaccine manufactured by defendant. 
Plaintiffs claimed negligence, breach 
of an implied warranty of merchan- 
' tibility, and breach of an implied 
warranty of fitness for purpose. The 
jury found no negligence on defend- 
ant’s part, but found breaches of 
warranties and awarded the two 
children a total of $139,000, and 
their parents a total of $8,300. 

On defendant’s appeal this court 
held that where a product is for 
human consumption, including a 
vaccine, the manufacturer or initial 
seller may be held liable to the ulti- 
mate consumer even though there 
may have been intermediate sales 
by one or more dealers. Moreover 
the ultimate consumer need not be 
a purchaser, for wu.ile a sale is es- 
sential to impose liability on the 
basis of implied warranties, the ini- 
tial sale to the distributor or retailer 
is sufficient. 


This court also rejected defend- 
ant’s contention that the doctor, not 
the children, was the ultimate con- 
sumer, the court holding that the 
sale to the doctor was for the ex- 
press purpose of injecting it into the 
bodies of persons seeking inocula- 
tion against poliomyelitis. Moreover, 
the distribution of the vaccine did 
constitute a sale, the vaccine not 
falling within Health & Safety Code, 
§ 1623, which provides that “The 
procurement, processing, distribu- 
tion or use of whole blood, plasma, 
blood products, and blood deriva- 
tives for the purpose of injecting or 
transfusing the same . . . into the 
human body ... shall not be con- 
strued to be, and is declared not to 
be, a sale .. . for any purpose what- 
soever.” 
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This court also held that the di- 
rections did not negate the implied 
warranties. The mere making of an 
express warranty, however detailed, 
does not negate the implied warran- 
ties except to the extent it is incon- 
sistent with them. In this case, the 
directions affirmatively represented 
that the virus had been inactivated 
and thus were completely consistent 
with the implied warranties in issue. 
The directions did contain a clear 
disclaimer as to the efficacy of the 
vaccine, but plaintiffs did not claim 
that the vaccine failed to protect 
them but rather that the vaccine it- 
self caused the disease. Concluding, 
this court held that the trial court 
did not err in refusing to instruct 
the jury as to the responsibility of 
a manufacturer to one unusually 
susceptible to poliomyelitis, there 
being no evidence whatever to sug- 
gest any such susceptibility on the 
part of either child. The judgment 
was affirmed. 

(Gottsdanker v. Cutter Laborator- 
ies, et al., II CCH Neg. Cases 2d 837- 
Calif.) 


Jury Should Have Decided 
Negligence of Nurses in 
Patient's Fall from Bed 


™ PLAINTIFF alleged that defendant 
was guilty of negligence in the care 
afforded him because its employees 
failed to provide adequate and nec- 
essary safeguards for his protection; 
that as a result he fell from the 
hospital bed to the floor and suffered 
a fracture of the right shoulder for 
which he sought damages. 

Plaintiff received his special treat- 
ments at St. Mary’s Hospital from 
Dr. George M. Cowan, his own doc- 
tor who was then a member of the 
hospital staff specializing in the field 
of phsychiatry and neurology. Plain- 
tiff was given a series of electric 
shock treatments as part of the 
treatment prescribed for his mental 
illness. Prior to each electric shock 
treatment, he was administered. so- 


dium amytal which had a sedative 
effect usually inducing sleep. 

Dr. Cowan testified that he does 
not himself assign the nurses to 
watch over the patient after treat- 
ment has been given; that this is up 
to the head nurse or her assistant at 
the hospital. He gives the treatments 
in the patient’s room with the as- 
sistance of nurses or nurses’ aides, 
who are employees of the hospital. 

Plaintiff here was attended daily 
by defendant’s nurses and nurses’ 
aides, who not only had access to the 
hospital record but also had their 
personal observations of plaintiff's 
conduct, irrational and otherwise. 
Certainly defendant hospital is 
charged with knowledge thus ob- 
tained by its trained personnel and 
written into the hospital record by 
them and by the doctor and internes 
attending the plaintiff. The defend- 
ant, therefore, was charged with 
knowing the probability that plain- 
tiff, due to his confused state of 
mind, might cause harm or injury to 
himself. 

Plaintiff's physician here did no 
more than administer the technical 
part of the treatments as the evi- 
dence clearly indicates and was not 
made a party to the action. Ac- 
cording to the doctor’s own state- 
ments he depended upon the hos- 
pital and its staff of nurses to take 
over completely after he had ad- 
ministered the shock treatment. 

The decisions of this state (Min- 
nesota) clearly indicate that a pri- 
vate hospital, although it is not an 
insurer of the safety of a patient, 
must exercise such reasonable care 
for the protection and well-being 
of the patient as his known physical 
and mental condition requires or as 
is required by his condition as it 
ought to be known to the hospital 
in the exercise of ordinary care. [3] 
The duty imposed on the hospital in 
the instant case extends to safe- 
guarding the patient from dangers 
due to the patient’s physical and 
mental incapacity as indicated upon 
his entry and as could thereafter 
reasonably be anticipated in his case 
due to the progressive deteriorating 
effect resulting from the repeated 
shock treatments. 

The court erred in directing a ver- 
dict and in not hearing the evidence - 
on both sides and submitting the 
case to the jury. For that reason the 
decision in favor of the hospital was 
reversed and a new trial granted. 
(—Quick v Benedictine Sisters 
Hospital Ass’n, 102 N.W. 2d 36— 
Minn.) 
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medical RECOROS 


by Adeline C. Hayden, C.R.L. 


Book on Terminology 


QUESTION: Will you please give me 
the name of the book on terminology 
written by Sister Clare? 


ANSWER: The name of the book is 
Understanding Medical Terminol- 
ogy and may be obtained from the 
Catholic Hospital Association, St. 
Louis 4, Missouri. The book is an 
excellent reference and you will find 
it very helpful. 


Clinic Records 


QUESTION: Eight physicians are 
building a new clinic in a city near 
my home. I am a registered medical 
record librarian and they have asked 
me to assume the duties of the office 
but emphasize the records need not 
be as detailed as hospital records. 
What is your opinion relative to de- 
tail of clinic records? 


ANSWER: You haven’t told me 
enough about the facility to enable 
me to answer specifically. The an- 
swer I will give is based on gen- 
eralities. 

I would like to first discuss brief- 
ly the value of clinic records. Sci- 
ence is based on facts. Being a rec- 
ord librarian you know these facts 
assist the physician in determining 
the status of the health of the pa- 
tient. Any medical record kept 
without those features is of no value 
and is an added expense. The clinic 
under construction is for the bene- 
fit of the patient and failure to 
maintain complete records is a fail- 
ure in duty. 

Just because the clinic is small 
does not mean the records are not 
just as valuable as those in a teach- 
ing clinic or hospital. Ir any in- 
stance the medical record should 
present a picture of the patient’s 
illness, plus the physical findings 
and all ro::tine and special reports. 
The record must substantiate the 
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diagnosis, warrant the treatment 
and justify the result. 

There are many factors to be con- 
sidered when we actually think of 
the value of clinic records. I’m not 
going to discuss each of them but 
I am going to mention a few: basic 
research, educational value, mal- 
practice insurance, study, further 
treatment of the patient and the 
economic benefit to the patient. As 
for - detail of the medical record 
forms there are many factors which 
influence this decision, a few are 
the size of the clinic, the number 
of specialties, medical services of- 
fered, whether or not there will be 
a hospital affiliation, whether or 
not there will be an intern-resi- 
dent training program, whether the 
records will be written or typed, 
and whether records will be filmed 
or stored. All of the factors men- 
tioned will differ to a certain degree 
in each clinic. 

The forms will have to be de- 
signed to meet the need. In de- 
signing any form consider the pur- 
pose for which it is to be used, what 
information it should carry, what 
is needed in the way of identifica- 
tion and the number of copies you 
will need of the particular form and 
a method for securing such copies. 
In designing the forms arrange the 
items in logical order. 


You will find that the method of 
performing medical record duties in 
a clinic are not like such perform- 
ance in a hospital. The collection of 
statistics will be quite different, 
there will be no evaluation of sta- 
tistics insofar as you are concerned. 
If you are assuming the responsi- 
bility for all the office duties, you 
will have to think of registration, 
which of course will include your 
numbering system and accurate 
identifying information as well as 
financial data; filing and pulling 
charts; indexes; secretarial serv- 
ices; kinds and types of insurance 
reports which you will complete; 
whether or not you will be taking 








care of court work which involves 
medical records and statistics; and 
many other details. 

In all due respect and justice to 
yourself and your employer, I would 
make a thorough evaluation of the 
facility starting with physical char- 
acteristics. After you make the in- 
vestigation, give your recommenda- 
tions in writing as to what you in- 
tend to do. If you and your em- 
ployer cannot agree before you ac- 
cept the position, you will never be 
able to later. Know what you are 
doing before you accept and the 
position will be a pleasure. 


Check-off Forms 


QUESTION: We have a very busy 
staff and the physicians have all de- 
cided they want to use a check-off 
form to save writing detail. Is this 
acceptable? 


ANSWER: The accreditation bodies 
have recommended that the check- 
off system be abandoned. The posi- 
tive and negative findings should 
be recorded in detail. 


Pronouncement of Death 


QUESTION: I note on a recent rec- 
ord that a patient was pronounced 
dead by a registered floor nurse. Is 
this permissible? 


ANSWER: Only a licensed physi- 
cian pronounces death. You cannot 
give such an order as record li- 
brarian; this is an administrative 
problem. Discuss it with thé ad- 
ministrator. 


Inanimate and Animate 


QUESTION: What is meant by inani- 
mate and animate causes of disease? 


ANSWER: The inanimate causes of 
disease are physical and chemical. 
The animate causes are _ bacteria, 
protozoa, spirochetes, rickettsia, 
viruses, fungi, parasites and ani- 
mals. 


Progress Notes on 48-Hour Stay 


QUESTION: Is it true that no prog- 
ress notes are required on 48-hour 
stay patients? 


ANSWER: Yes, it is true, no prog- 
ress notes are required on a 48- 
hour stay patient. = 
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Hospital and the Aged 


@ Each year there is a 350,000 ~et increase in the 
over-65 age group. 


@ 20 percent of all hospital patients are over 65, de- 
spite the fact that they comprise only 8.8 percent of 
the total population. 


@ Between July 1957 and June 1958 1.8 million of our 
15 million oldsters spent some time in a hospital. 
1.75 million were in short-stay hospitals, and only 
about 45,000 in chronic illness hospitals. 


@ The aged are hospitalized 2.5 times as often as other 
age groups. 


o Average length of stay in short stay hospitals is 
14.7 days for aged, 8.6 for all other ages. 


@ Average stay for aged in proprietary hospitals is 7.7 
days, 13.1 in government non-federal hospitals, 15.0 
in non-profit hospitals, and about 25 days in Vet- 
erans Administration hospitals. 


@ On any given day, 1 out of 3 mental hospital beds 
are occupied by someone over 65. 

@ Since 1939 the population ratio of those under 65 in 
mental hospitals has decreased. Ratio of those over 
65 has increased 40 percent. 


@ About 35 percent of those over 65 admitted to mental 
hospitals will die during the first year. 

@ While the total Veterans Administration patient 
load has doubled in 17 years, aged patients have 
increased from 2,300 per day to 22,000 a day. 

@ 75 percent of those over 65 have one or more chronic 
conditions. 31 percent have three or more. 


@ 36 percent of the aged have a partial or major lim- 
itation of activity. 


@ In 1959 about 30 percent of the aged earned less 
than $500. 57 percent made less than $1,000. 


¢ Community Programs 


that Help the Aged 


Each of these programs has a part in 
decreasing the aged chronically ill patient load 
in the community general hospital. 


1. Homestead Program 

2. Homemaker Service 

3. Geriatric Clinic 

4. Rehabilitation Education Service 
5. Community Referral Service 

6. Home Care Program 

7. Preparing for Retirement 


by James D. Snyder 


Washington Staff 
Hospital Management 


™ THE WHITE HOUSE CONFERENCE on 
the Aging (Jan. 9-12, 1961) will 
climax a decade of study on the 
most acute social problems facing 
America’s elderly population. 

An avalanche of statistics will 
pour into Washington as a result 
of intensive research and_ great 
expense by such groups as the 
Health Information Foundation, 
American Medical Association, Sen- 
ate Subcommittee on the Aging, 
American Hospital Association, De- 
partment of Health, Education and 
Welfare, AFL-CIO, and many 
others. : 

The White House Conference will 
attempt to decrease the emphasis 
on study and shift the accent to- 
ward progressive social action. This 
will place a heavy responsibility 
upon the more than 2,800 state and 
organizational delegates, because 
they will have to answer the ques- 
tion “Where do we go from here?” 

This question will not be easy to 
answer, since many of the conclu- 
sions will reflect the views of 
diversified interests. For example, 
the Senate Subcommittee on the 
Aging, dominated by liberal Demo- 
crats, will advocate that the only 
way to solve medical problems of 
the aged is through social security. 
Research by the American Medical 
Association, on the other hand, will 
undoubtedly conclude that leader- 
ship should come from the private 
sector. Even more confusing to the 
delegates will be the fact that each 
group appears to draw its con- 
clusions from the same basic find- 
ings and testimony. 

Despite such difficult-to-overcome 
differences evident at the onset of 
this meeting, every group unani- 
mously agrees that at the root of 
medical problems confronting the 
aged is the unhealthy burden being 
placed upon the general hospital. 

Statistics will show that the so- 
called “general short-stay” hospital 
is being asked to carry too much 
of a chronic illness patient load 
(most of them over 65). The burden 
is borne simply because there are 
not enough chronic care facilities, 
or more important — preventive 
care programs. These facilities are 
going to continue in shortage as 
those reaching the over-65 group 
continues to increase twice as fast 
as the rest of the population. 

That is why at the White House 
Conference premiums will be high 
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on good ideas for positive programs 
to divert the aged toward less ex- 
pensive medical care, while at the 
same time helping them to prepare 
for a fuller and more independent 
life in their later years, 


Community Program 


Few of the seven community pro- 
grams directly involve a_ hospital 
administrator. Yet each could, since 
the hospital administrator is con- 
sistently looked upon by his com- 
munity as a leader in health and 
welfare planning programs. This is 
true because only through the ini- 
tiation of such preventive activities 
for the aged can the short-stay 
hospital hope to regain its main 
function as a center for care of 
acute illness. 

The seven programs listed below 
have been chosen for their flexi- 
bility. Each could be operated un- 
der the auspices of a hospital, or 
by private organizations or by local 
government. Each could be under- 
taken extensively with the help of 
a generous budget or on a limited 
scale. Each may be adapted to the 
needs of any sized city. 


The ‘‘Homestead"’ Program 


The New York City Department 
of Hospitals has introduced a 
“Homestead” plan for those who are 
no longer in need of hospitalization 
for disability, chronic illness, or 
temporary lack of domiciliary care 
but are in need of some type of 
sheltered existence. Homesteads are 
attached to hospitals and have a 
working relationship with the moth- 
er institution. 

The program was initiated after 
a New York City hospital study 
showed that about 20 percent of all 
patients were in no need of hospital 
care and could not benefit from it. 
A similar survey in one large 
chronic disease hospital had indi- 
cated that this was true for 61 
percent of its patients. 

One such Homestead has been 
established at New York’s Gold- 
water Memorial Hospital. Although 
attached to the hospital, the Home- 
stead is considered as a separate 
unit or home for its residents. No 
resident physicians have been as- 
signed on a regular basis. Rather, 
maintenance medical supervision is 
under the direction of staff physi- 
cians on a session basis. If a resident 
becomes ill and needs medical care 
he must be re-admitted to the hos- 
pital just as if he had been living 
at home. 


The wards and solaria are color- 
fully decorated and furnished with 
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new beds, chairs and lockers. Each 
ward has its own aecorative s heme, 
a solarium and a dining room. A 
December 1958 census showed al- 
most full occupancy — 352 patients. 
Of these, 79 were ambulatory, 270 
were in wheelchairs and 98 were 
incontinent. 

Dr. Michael M. Dacso, director 
of Physical Medicine and Rehabili- 
tation Service at Goldwater Me- 
morial Hospital says: “The addition 
of restorative services to hospitals 
and other institutions for the care 
of sick or disabled is no longer a 
matter of choice. The last if not the 
only way to prevent the accumula- 
tion of the chronically disabled 
people in institutions of healing is 
to rehabilitate them to self-suffi- 
ciency or where possible to gainful 
employment. 

“In the absence of such services 
the number of these people will 
accumulate to the point where they 
change the entire picture of hos- 
pitals, and in the extreme but not 
unusual instances, destroy its effi- 
ciency and professional charac- 
1 a ae i 

Because the concept of the Home- 
stead is unique, the Hospital Re- 
search and Educational Trust and 
the American Hospital Association 
received grants from the Office of 
Vocational Rehabilitation and the 
New York Foundation for a study 
of its patients, program, adminis- 
tration, financing and staffing. A 
series of recommendations are to be 
published at the termination of the 
study. 


Homemaker Service 


A Homemaker Service can be 
best described by illustrating the 
following case: 

The Smiths (he is 80, she is 78) 
live alone in a four room flat. They 
have lived together 48 years and 
their one desire is to go right on 
living in their own home. Mr. Smith 
is a deaf mute and has always 
depended upon his wife for contact 
with the world. This was no prob- 
lem until Mrs. Smith developed a 
partial paralysis and became bed- 
fast. Mr. Smith began to lose what 
little self-confidence he had. Neigh- 
bors marketed and cooked for them 
but it was done on a hit or miss 
basis. 

The family physician and others 
involved decided that institutionali- 
zation was inevitable but this the 
couple flatly rejected. It was then 
decided to try a homemaker service. 

At first the homemaker came in 
five half-days a week, did the 
marketing, cooked, cleaned and 





handled the budget for the first 
month. Then she began encourag- 
ing Mr. Smith to join her on shop- 
ping trips. Making out the market 
orders was the next step and finally 
she had him doing the shopping, 
and then taking over some of the 
cleaning chores. He was delighted 
with his success and actually en- 
joyed the responsibility. 

By this time the homemaker was 
needed only two half-days a week, 
costing $10. With instruction from 
the physician she had helped Mrs. 
Smitr from a bed to a wheel chair 
and finally to movement around the 
apartment with the aid of a cane. 
She encouraged Mrs. Smith’s skills 
in knitting and crocheting, soon had 
her selling her work at church 
bazaars and eventually participating 
regularly in other church activities. 

In short, this homemaker had 
made it possible for two elderly 
persons to adjust to their physical 
limitations and to continue living 
together in their own home. 

This case came from the files of 
the New Jersey Homemaker Serv- 
ice — one of America’s finest. In 
1959 this organization rendered more 
than 150,000 hours of service to 
2,000 families. Although there are 
about 150 homemaker: services in 
America’s 3,100 counties today, none 
has perhaps enjoyed the phenom- 
enal growth as that of New Jersey. 

In the words of Mrs. Asher 
Yaguda, honorary chairman of the 
State Consultant Committee on 
Community Homemaker Service, 
this is how it began in 1950: 

“We started in our largest urban 
county under the auspices of an 
agency for the chronically ill which, 
in turn, was sponsored by the 
County Medical Society. Our pri- 
mary goal was to lessen the emo- 
tional and financial toll of long- 
term illness by helping to make 
home care possible. We were also 
interested in providing employment 
for older women who find it in- 
creasingly difficult to obtain gainful 
employment. 

“We persuaded a local women’s 
club to pay our $300 insurance 
coverage. Then we convinced Red 
Cross, Visiting Nurse Association 
and a local health department to 
provide training and_ instruction 
courses for -homemakers. 

“Once our staff was trained, and 
the medical staffs of the county’s 
18 hospitals alerted, we had to wait 
for about three months before the 
idea finally caught on. But once it 
did, the service spread _ rapidly 
throughout the state. 

“Today 14 agencies are in opera- 
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tion, covering 13 counties and two- 
thirds of the state’s population. Next 
year the total budget for the 14 
operating agencies will be about 
$500,000. We estimate that 90 per- 
cent will be recovered through fees 
paid. About $360,000 of this amount 
will be paid to homemakers, with 
the balance going for salaries of 
professional supervisory personnel, 
elerical and office expenses. 

“The established service fee is 
$1.25 an hour. However, some serv- 
ices are now adding a portion of 
their administrative cost to this fee. 
Patients who are able, pay their 
own fee; local and county welfare 
boards may purchase service for 
those who cannot. 

“Fifty percent of our referrals 
come through physicians, the bal- 
anee coming from community agen- 
cies, churches, industry, and per- 
sonal contacts. No case is accepted 
without a prior conference with the 
family physician, and he remains 
in charge for the duration of the 
service. 

“As we go from county to county 
encouraging local groups to estab- 
lish their own homemaker services 
we find a variety of sponsors: 
medical societies and their women’s 
auxiliaries, Junior Leagues, Heart 
and Tuberculosis Associations, fam- 
ily service agencies, local service 
elubs, community councils, and 
women’s clubs. 

“T am convinced that our social 
and economic future depends upon 
keeping families together, helping 
them survive the disruptive effects 
of illness, old age or domestic crisis. 
They have a chance for survival 
at such critical times when they can 
continue their life patterns in their 
own homes.” 


Geriatric Clinic 


Santa Cruz County, California, 
has an excellent geriatric clinic 
designed to locate cases needing 
treatment and to refer them to the 
physician of the patient’s choice. 
Participation is limited to the coun- 
ty’s aged who are eligible under the 
state public assistance program 
(Old Age Security). 

The ‘clinic got its start in 1956 
after a study showed that 14.8 per- 
cent of the county’s residents were 
over 65 — highest in a state where 
oldsters averaged 8.8 percent. More 
than half of county funds had been 
directed to relatively static nursing 
home care. Nothing was being done 
to reduce passive care, or to aggres- 
sively interest the aged in their own 
health maintenance. Furthermore, 
the study showed that it would cost 


only 15 percent of current medical 
outlays to establish a program of 
diagnostic screening and preventive 
medicine for all 3,500 persons on 
the public assistance enrollment. 
The geriatric clinic that resulted 
has since proven itself neither ex- 
pensive nor complicated to admin- 
ister. After using county hospital 


You'll have to wait about 
50 years for an appointment. 


facilities for the first two years, the 
clinic is now located in a new 
County Health Department center. 

Examinations are scheduled on 
three half-days each week. No more 
than eight appointments are made 
for each clinic — thus allowing the 
physicians to spend at least a half 
hour with each patient. 

Each examination includes a de- 
tailed history, chest x-ray, electro- 
cardiographic examination, complete 
blood count, urinalysis, and dentai 
examination. Referrals are made to 
specialists for further examina- 
tions and treatment of eye, ear, 
rectal, genito-urinary conditions and 
others. Written reports of the labo- 
ratory findings are sent to the doctor 
selected by the recipient. 

The public health nursing staff 
provides a follow-up service to 
assist the recipient in calling upon 
specialists and physicians who have 
been recommended by the clinic. If 
medical care, drugs, refractions, 
glasses and dentures are not other- 
wise available, they are provided 
through the use of geriatric funds. 

While sources of financing the 
geriatric program are varied, all 
are derived from state and county 
welfare departments, including fed- 
eral matching funds. Through these 
sources, the geriatric program -has 


been able to follow a course of 
providing services not otherwise in- 
cluded in the basic budget. Thus, 
the program has been able to come 
forward with dental care, surgery, 
x-ray therapy, and ancillary serv- 
ices needed by anyone on the Old 
Age Security roll — provided that 
in case of surgery the recipient is 
able to arrange for funds to pay 
the cost of hospitalization. 

The actual clinic staff is small. 
It is headed by a distinguished re- 
tired physician who serves volun- 
tarily, a public health dentist, a 
public health nurse, an intake social 
worker, a_ microbiologist, x-ray 
technician and a secretary. Only 
the nurse works full-time. X-rays 
and electrocardiograms are read by 
a radiologist and an internist on a 
contract basis. 

Opposition to the program has 
been practically nonexistent. En- 
dorsement has come from national 
groups such as the American Medi- 
cal Association, Public Health Serv- 
ice, and local groups such as the 
county hospital and County Board 
of Supervisors. 

At first patients were dubious, 
mainly because they had hitherto 
associated clinics with a disturbing 
health emergency rather than a 
routine precaution. However, the 
result of screening clinic examina- 
tions and follow-up attention has 
been an increased interest in their 
own well-being and an appreciation 
of the interest others have shown 
in their health. 

It is difficult to assess the in- 
tangible benefits of this program, 
but there is no doubt of success 
when one measures gains in hard 
dollars and cents. For instance, of 
the 664 recipients examined in the 
clinic between September 1955 and 
January 1958, only 17 had spent 
time in nursing or boarding homes. 
The aggregate length of their stay 
was 174 months at a cost to the 
county of $19,966. In contrast, from 
an average Santa Cruz public as- 
sistance roll of 3,416 aged, more 
than 200 are continuously in nurs-, 
ing homes at a cost of about $25,000 
a month or $1.2 million over the 
same four-year period! 

Besides the prevention of institu- 
tional care, Santa Cruz County has 
demonstrated that its elderly citi- 
zens can gain a second lease on 
vigorous health and independence. 


A Rehabilitation Education Service 


The Rehabilitation Education 
Service is a three-year action re- 
search project sponsored by the 
U.S. Office of Vocational Rehabili- 
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tation in co-operation with the 
Peoria (Illinois) Institute of Physi- 
cal Medicine and Rehabilitation. 
This statewide program devotes 
itself primarily to the training of 
nursing home personnel in the re- 
habilitation of their patients. 

By early 1960 the training pro- 
gram had been conducted in 34 
nursing homes throughout Illinois, 
ranging from 15 to 243 beds. 

The professional staff consists of 
a medical director, co-ordinator and 
two training teams. Each is com- 
posed of two rehabilitation nursing 
consultants serving as team super- 
visors. 

A team will spend four full days 
a week in each nursing home for a 
period of five to seven weeks. Dur- 
ing this time daily lectures of one 
hour are held for all persons on the 
staff who have contact with the 
patients. If necessary, two sessions 
of the same class are presented in 
order that all staff members may 
attend. 

Lectures cover all aspects of re- 
habilitation nursing including the 
four main areas of occupational 
therapy and their place in the total 
treatment of the patient. 

The length of time a team re- 
mains in one nursing home depends 
upon the size of the home and the 
number of personnel but the av- 
erage is about six weeks. After the 
initial training period the team uses 
the fifth day of each week for 
follow-up visits to other homes. 

All concerned with this program 
have agreed that besides equipping 
administrators and staffs with bet- 
ter tools for patient care, there has 
been an increased acceptance by 
the patients of the responsibility for 
their own self-care. 


Community Referral Service 


This idea, which can be adapted 
to suit any size of community, 
probably produces more benefits 
for less expenditures than any other 
program designed to aid the aged. 

Referral services are operated in 
many cities today in many different 
ways by various civic organizations 
but each has the same purpose: to 
determine which local health or 
welfare agency is best suited to 
serve the inquirer. These agencies 
provide information to physicians 
seeking the proper facility for their 
patients, conduct fact-finding studies 
on the needs and resources of the 
community and may even co-ordi- 
nate community planning. 

An example of a referral agency 
operating in high gear is the United 
Community Services of Washington, 
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D.C. Supported by the United Giv- 
ers Fund (Red Feather), the agency 
has a full-time social worker and 
staff assistant. They supervise pub- 
lication of a booklet listing 438 local 
health and welfare services offering 
assistance in practically every social 
activity. 

Last year the agency reported 
4,679 referrals. 3,281 came from the 
general public, 707 from health and 
welfare agencies, 198 from business 
organizations, 212 from federal gov- 
ernment departments, 66 from 
church groups, and the remainder 
from miscellaneous sources. 

The agency is prepared to give 
instant advice on where to turn for 
such varied services as: a shoe and 
rubber fund for school children, 
free legal help, emergency financial 
aid to Army personnel, counseling 
services to children, vocational 
training centers for the handicapped 
or layette distribution to newborn 
babies. 

Although referral services are 
intended to help the entire com- 
munity, they obviously are of great 
benefit to the aged, who so often 
have nowhere to turn for guidance. 
Utica, New York, has a referral 
service especially for senior citi- 
zens. A pamphlet prepared by the 
Greater Utica Community Chest 
lists services for the aged in 12 areas. 
Besides hospital and nursing home 
facilities available, the booklet ad- 
vises where to turn for help in 
such areas as employment, recrea- 
tion, mental health, traveler’s serv- 
ice, rehabilitation, education, legal 
service and finances. 


A Home Care Program 


Jewish Hospital of St. Louis (Mo.) 
is an excellent example of a hos- 
pital that has adapted itself to the 
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You know, if everyone who reads 
Hospital Management were placed 
end to end, most hospitals in this 
country would be without their key 
personnel. 


times. This 300-bed voluntary gen- 
eral hospital has in nine years 
added six activities emphasizing 
long-term care of chronic illness 
patients. 

Of direct benefit to the aged is 
Jewish Hospital’s Home Care pro- 
gram. Starting five years ago with 
a caseload of 25, it has now ex- 
panded to 50 and has cared for a 
total of about 300 patients. 

Enrollment eligibility is limited 
to those referred from within the 
hospital family — the clinical serv- 
ices, outpatient departments and 
physicians who are members of the 
hospital staff. Medical conditions for 
acceptance require that the patient 
will benefit from medical care, that 
he is homebound, and that he needs 
medical care at least once. every 
two weeks, but not more than once 
a week. Social conditions are that 
the patient be willing to accept home 
care and willingness of the family 
to welcome him back into the home. 

The staff consists of physicians, 
nurses (from the St. Louis Visiting 
Nurse Association), social workers, 
physical and occupational therapists, 
housekeepers and homemakers. The 
patients’ families are made part of 
the home care “team.” 

Referrals and acceptance during 
the Home Care program’s first five 
years show 488 referrals and 294 
acceptances. Of the referrals, 303 
came from the acute inpatient di- 
vision, 36 from the chronic in- 
patient division, 5 from the re- 
habilitation division, 65 from the 
outpatient department, 50 from staff 
physicians and 29 from outside 
organizations. 

Types of cases among the 294 
acceptances include: 


Acute rheumatic fever 
Arteriosclerotic heart disease 
Diabetes with complications 
Fractured femur 
Hypertension 

Infectious hepatitis 
Malignancy 

Pneumonia 

Renal disease 

Rheumatoid arthritis 
Rheumatic heart disease 
Thrombophlebitus 
Tuberculosis 

Other 


The total day cost is $4.00; pa- 
tients pay 10 percent of this or 40 
cents per day. The rest is defrayed 
from special funds from the Jewish 
Federation. The hospital has not yet 


Please turn to page 49 





by James G. Swindells, LL.B. 


® THE ADMISSION OFFICE of the hos- 
pital performs an important func- 
tion in properly recording admis- 
sions and instituting the records so 
necessary in patient care but, also, 
as a part of its work performs 
services that can implicate the hos- 
pital from a public relations stand- 
point, as well as exposing the hos- 
pital to claims and even litigation. 

In 1952 the American Hospital 
Association published a manual of 
“Admitting Practices and Pro- 
cedures,” which was reprinted in 
1958 and available on request, which 
not only highlights better practices 
and procedures for the admitting 
office, but also highlights some of 
the practices that can avoid legal 
complications. 

The personnel of the admissions 
office should acquaint themselves 
with the provisions contained in the 
medical staff by-laws of the hos- 
pital relating to the type of cases 
which doctors have agreed will not 
-be admitted to the hospital. These 
restrictions are normally attached to 
the staff by-laws as an appendix 
under the Rules and Regulations, 
and in the model Rules and Regu- 


lations issued by the Joint Com-. 


mission on Accreditation of Hos- 
pitals the nineteenth recommended 
regulation provides for the specifi- 
cations of the diseases not to be 
treated in the hospital. 

An Alabama case* held that a 
hospital which treated a young girl 
for diphtheria by swabbing her throat 
and administering antitoxin and 
then denying her admission was 
not liable for her ensuing death, 
which the parents contended was 
caused by the refusal to admit. The 
hospital was not held because they 
did not treat contagious disease. On 
the other hand, the treatment of 
emergency cases was emphasized in 
a New York decision,** which held 
a hospital responsible for failure to 
extend care to a patient who suf- 
fered a stomach wound. The hos- 
pital gave what it considered to be 
emergency treatment necessarily re- 
quired and referred the patient to 
the city hospital, where an ex- 
ploratory was done and her death 


Mr. Swindells is an attorney with Mc- 
Carty, Swindells and Miller,4Portland 4, 
Oregon. 


Presented at the Institute on Admitting 
Practices, Albuquerque, New Mexico. 

*Birmingham Baptist Hospital vs Crews, 
229 Ala. 398. 157 So. 224 (1934). 


**Jones vs City of New York, 134 N.Y.S. 
2d 779 (N. Y. Sup. ct. 1954) Modified 143 
N.Y.S. 2d. 628-1955. 
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ensued. The representatives of the 
decedent in suing the hospital con- 
tended successfully that the hos- 
pital had released the patient be- 
fore completing necessary medical 
treatment, and that the failure to 
complete was the proximate cause 
of the death. 


Right to Accept or Reject 


Though private hospitals, gen- 
erally speaking, whether profit or 
nonprofit, are free to reject or ac- 
icept patients, they must extend 
imedical service once commenced to 
a point where the well-being of the 
‘patient is no longer in jeopardy. 

The basic premise of the right 
of a private hospital to accept or re- 
ject is further diminished in the 
case of charitable and nonprofit 
hospitals, who fail to accept and 
treat emergency cases under cir- 
cumstances where a state law or a 
regulation of a state taxing com- 
mission may require the acceptance 
of emergencies, which, if rejected 
by the hospital, could jeopardize the 
tax-exemption status of the chari- 
table or nonprofit hospital. 


In my own state of Oregon, there 
have been three incidents within 
the last year reported in newspa- 
pers inferring that the patient in 
each case had been-denied admis- 
sion to a charitable hospital because 
of inability to pay. The State Tax 
Commission immediately investi- 
gated to determine whether there 
had been a denial of emergency ad- 
mission and a violation of their 
regulation, which could lead to the 
elimination of the tax-exempt status 
of the subject hospitals. In each 
case the hospital satisfied the tax 
commission that. emergency care 
had been extended. These incidents 
highlighted the importance of es- 
tablishing routine procedures in re- 
leasing information to the press, 
and centering responsibility in a 
person available during each hos- 


Legal Aspects of 


Admitting The Patient 


pital shift to properly handle in- 
formation requested by the press. 
Many state associations, including 
our own, have met with the repre- 
sentatives of the press, radio and 
television and adopted standards 
under which their representatives 
and our representatives will work. 
The American Hospital Association 
manual on “Practices and Pro- 
cedures” for the admitting office 
carries in its appendix a suggested 
set of rules, regulations and prac- 
tices to be followed by the hos- 
pitals and the press, radio and tele- 
vision. 

State taxing agencies concern 
themselves with the denial of the 
admission of a patient suffering 
emergency on the assumption that 
any rejection is probably asso- 


ciated with the inability of the pa- 


tient to pay the cost of treatment, 
as distinguished from a rejection 
based upon the admission of a pa- 
tient suffering a contagious dis- 
ease, which could expose all of the 
patients of the hospital. 

In my own state, the State Tax 
Commission has required all non- 
profit and charitable hospitals to 
amend their charter to provide that 
no person shall be denied admission 


| or treatment based upon race, color, 


creed or the inability to pay for 
such service. This leads us, then, 
to an examination of the rejection 
of a patient in violation of such pro- 
vision. Very few incidents have 
been reported through legal chan- 
nels involving the rejection of a 
patient based upon race, color or 
creed. I believe this results from 
the fact that hospitals generally ex- 
tend service without discrimina- 
tion. Twenty-six states have en- 
acted anti-discrimination laws and 
11 of them include hospitals as be- 


\ ing within the scope of such acts, 


either by specifically naming hos- 
pitals, or by the use of language 
that could be interpreted to include 
hospitals. 
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DO YOU KNOW — 


How the admitting office 


can insulate doctors and the hospital 
against many types of lawsuits? 


The Hill-Burton Federal Con- 
struction Actf provides Jan 
which prohibits discrimination, but 


includes an exception that if segre-< 


gation is practiced, that equal serv- 
ice will be extended to the segre- 
gated groups. An extension of the 
principal of the Supreme Court case 
banning segregation in _ public 
schools could be extended to ban 
segregated treatment in hospitals. 

Having examined the rights of a 
patient to be admitted or denied 
admission in the hospital, we turn 
next to a hospital function related 
to admission procedures that can 
have far-reaching effect from a le- 
gal standpoint, and that is the de- 
velopment of a good set of forms, 
which include “Conditions of Ad- 
mission Agreement,” “Consents to 
Perform Medical Procedures” and 
other forms normally obtained at 
the time of admission. 


Conditions of Admission 


In regard to this field, I would 
like to give credit to the California 
Hospital Association, who has 
published a consent manual this 
year prepared by their legal coun- 
sel, James E. Ludlam, which is very 
complete, and though the author 
has primarily in mind California 
law, the majority, if not all of the 
forms, would be applicable and 
suitable for hospitals wherever lo- 
cated. 

The Legal Division of the Ameri- 
can Medical Association has made 
a comprehensive survey of forms 
and issued a rather large sized 
mimeographed booklet, which I be- 
lieve now has been printed and is 
possibly available on rev'uest, which 
covers the field of consents. Opera- 
tive consents and consent to per- 
form medical procedures are ob- 
tained primarily for the benefit of 


42 U.S.C.A. 291-291 sub-chapter IV of 
the Public Health and Service Act (Hill- 
Burton Act). . 
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the staff doctor involved, though 
most hospitals perform the function 
of obtaining the signature of the 
patient on such forms. 

On one occasion I was requested 
to draft a recommended form of 
consent by the president of the 
medical staff of a large hospital who 
felt that the staff should adopt a 
form and require that all patients 
execute it before any medical pro- 
cedures were commenced. I read 
the recommended form to a monthly 
meeting of the medical staff, which 
form included only such provisions 
which were highlighted by the 
American Medical Association Legal 
Division as being most important. 
After the meeting, I was approached 
by one of the members of the staff 
having an extensive surgical prac- 
tice in the orthopedic field, who ex- 
pressed alarm at any compulsory 
provision and confronting a patient 
with such a consent on the premise 
that it contained negative language, 
which called to the attention of the 
patient that in performing the op- 
eration there was no guarantee, nor 
representation made, that such op- 
eration woulfl be successful. To 
stress his point, he stated that such 
comment in a form would be dis- 
couraging or cause apprehension, 
and that we might as well have in- 
cluded a consent for autopsy. Be- 
cause some of the other staff mem- 
bers indicated indifference, the ad- 
ministrator has not required, nor 
has the medical staff, nor the Board 
of the hospital, that consents for 
operative and medical procedures 
be signed before treatment or serv- 
ice is commenced, leaving this mat- 
ter up to the individual doctor. The 
attitude seems to be that though 
the hospital will print and has made 
available such forms of consent, if 
the doctor does not care to avail 
himself of its*use, the doctor is the 
one who stands to lose in case a 
problem arises. This same hospital, 
however, does require that consent 
be obtained in the case of minors, 


which certainly is a commendable 
requirement. 

Though I have not made a survey 
in my area, I do know that many 
hospitals, through their staff or 
Board, require these consents in 
every instance where an operation 
is to be performed. Based on recent 
development, it is not always easy 
for a lawyer to advise what pro- 
cedure performed in a hospital, par- 
ticularly in its x-ray and laboratory 
departments, are performed under 
the supervision of the doctor and at 
his risk, as against those performed 
by hospital employees, which are 
assumed to be administrative pro- 
cedures. The line is very thin, with 
an inclination on the part of the 
courts to hold hospitals for the 
neglectful performance of a hospital 
employee’s routine duty in the lab- 
oratory, and though a consent will 
not excuse neglect, it could protect 
the hospital in cases where the pa- 
tient might otherwise allege assualt 
and battery, where blood samples 
are taken, or I.V. is given, even- 
though directed by the doctor. 

A proper consent form to permit 
operations or the administration of 
medical service 
wording that the patient authorizes |. 
and directs doctor “So and So” or | 
his associates or assistants of his } 
choice to perform the operation:+ 
which should then be described, and | 
to do any other therapeutic pro- ; 
cedure he deems advisable for the: 
well-being of the patient, and that’ 
the nature of the operation has been. - 
explained and that no warranty or! 
guarantee has been made as to the:-_/ 
result or cure. The form should also- 
include provision authorizing the 
surgeon or his assistants to provide | 
additional services that the surgeon 
may deem needed or required, in~ ~ 
cluding the administration of anes 
thesia and the performance of 
pathological and radiological. serv-— 
ices, with the understanding, if such 
is the case, that the pathologist, 
radiologist or anesthetist is not an 
agent of the doctor, or a servant or | 
employee of the hospital, but are ’ 
independent contractors, and as such 
are the agents, servants and em- 
ployees of the patient. M.D. anes- 
thetists many times desire a sep- 
arate consent for administration of 
anesthesia. However, the foregoing 
language should satisfy them, if 
included in the general consent. The 
consent should also contain a pro- 
vision authorizing the hospital 
pathologist to use his discretion in 
the disposal of any severed tissue 
or member, with provisions for ayty 
exceptions thereto to be noted,/ as 
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should provide \ , \ 


well as any exceptions or objec- 
tions on the part of the patient to 
the administration of a particular 
type of anesthesia. 


Description of Operation 


One of the more debated pro- 
visions in the legal fraternity and 
insurance adjusters’ field is that re- 
lating to the description of the op- 
eration to be performed. There have 
been cases reported where the sur- 
geon, having consent of the patient 
to perform a specific operation such 
as an appendectomy, and discover- 
ing a tumor, removed the tumor in 
addition to the appendix, was held 
liable for alleged damage resulting 
from extending the operation be- 
yond that specified in the consent. 
On the other hand, another caset 
exonerated the surgeon who closed 
an incision and found that a surgi- 
cal needle had been left in the pa- 
tient, and re-opened the patient and 
removed it, and again closed the 
incision. The Court, in commenting 
upon the reasons for exonerating 
‘the physician, stated that surgeons 
should not be discouraged in. their 
efforts to correct their misdeeds, and 
to hold a surgeon liable in such 
cases might in some circumstances 
encourage a practicé of covering up 
his derelictions. The rather brief 
resume of each of these cases did 
not contain the nature of the injury 
the patient in each case sustained). 
and it is hard for me to visualize 
that much, if any, damage could 
have resulted upon which the pa- 
tient could have based a claim. 


Obtaining Consents 

" The admitting office, where con- 

“sents of this nature are required by 
the hospital or the surgeon, must 
make sure that the consent is signed 
by a person authorized where mi- 
nors are involved or in cases in- 
volving therapeutic abortion ora 
sterilization.\In the latter two situa- 
tions, the consent of the spouse 
must be obtained. 

In the case of minors, the signa- 
ture of both parents should be ob-: 
tained, or the consent of the parent 
having custody of the minor in 
cases where the parents are di- 
vorced or legally separated. A mi- 
nor is any person, male or females 
under the age of 21 years of age. In 
most jurisdictions, a male or fe- 
male 18 years or older is not a mi- 
nor, if married. Some jurisdictions 
hold that a person over 18 years of 


tHigley vs Jeffrey, 44 Wyo. 37, 8 Pac. 
2d, 96 (1932). 
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gior" 


Did you want something judge? 


age no longer dependent upon his 
parents for support and nurture, and 
usually living apart and independent 
of his parents, is not a minor. 

Except in cases of emergency, or 
of a person declared incompetent 
by a court, the patient should al- 
ways sign the consent, and not. the 
husband or relative or next friend. 
The fact that the patient is in the 
custody of the law does not relieve 
the hospital or doctor from requir- 
ing the prisoner’s consent. 


In the event the surgeon or physi- ° 


cian believes that a minor should 
receive treatment or have an oper- 
ation performed in situations where 
the lack of such medical procedure 
or performance of an _ operation 
might be fatal, or adversely affect 
the physical well-being of the mi- 
nor, and the refusal of the parents 
is encountered for religious or other 

“ reasons, application should be made 
to the court having jurisdiction to 
declare such minor a dependent of 
the state and authorizing the per- 
formance of necessary treatment or 
surgery. 

It is not uncommon that patients 
for religious reasons specify that 
under no circumstances shall they 
be given a blood transfusion and, in 


the case of an adult, the law in most f 


all jurisdictions protects the pa- 
tient’s objection, even though it may 
be the opinion of the surgeon that 


failure to administer the transfusion | 


can be fatal. 

It is recognized that some hos- 
pitals do not use the admitting office 
for the purpose of obtaining such 





consents, and may provide in some 
cases that consents of this nature 
be obtained by personnel in: other 
departments in the hospital. I have 
limited my discussion as to con- 
sents to those involving permis- 
sion to perform medical procedure 
and operation as these types of 
consents are more commonly asso- 
ciated with the admitting office. 

Before leaving fhe medical con- 
sent, I would like to, again touch 
upon, or summarize,/ the situation 
relative to including \a description 
of the operative procedures to be 
included in the consent. Trouble is 
not encountered yormally where 
the operation is described as ap- 
pendectomy, ttorisillectomy, ade- 
noidectomy, or some usual and 
common operation unless upon en- 
try the surgeon finds, as discussed 
above, some abnormal condition 
requiring attention,\ or in cases 
where it is known/ that an ex- 
ploratory must done to arrest 
internal bleeding \or determine an 
internal condition hard to diagnose 
without an operation/ 


There are tw horns to this di- 
lemma. First co be the com- 
plaint of the patient that the sur- 


geon extended the operation be- 
yond that described in the consent, 
then sues for any amage resulting, 
or second, ‘the rele oh. ypc for 


a_ specifically descri procedure 
and the correction of ; 





the description was 
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include all of the work actually 
performed, and should not have 
been extended without the patient’s 
further consent. 

The answer to this dilemma is 
not easy to suggest, but it would 
seem that the least risk would be 
in the direction of describing as 
specifically as possible the known 
procedures to be performed, and 
extending the description “te such 
other procedures encounter ‘urs 
ing the performance of x sur- 
gery, which in the opinion of the 
surgeon may be necessarily re- 
quired for the well-being of the 
patient.” 


Admitting Forms _—— 


ee 


If a hospital requires a written 





agreement relating the conditions | 
of admission, the agreement would” 


be obtained in all instances in the 
admitting office. This form should 
be signed by the patient, or the pa- 
tient’s guardian, or representative 
of the patient, with the provision 
on one line for the person other 
than the patient to designate their 
relationship to the patient, and the 
patient should have a copy of the, 
form, which should also note the\ 
date and time of day the form was 
executed to preclude claim that the 
patient at time of signing, was. not 
in a condition to understand the 
nature of the document and, of 
course, if the patient appears to be 
upset to an extent that he or she 
does not have all of his or her 
mental faculties, the signing of the 
form should be deferred. The form 
would be strengthened by provid- 


son obtaining it. 

The conditions of, admission for 
is designed to protect the hospital, 
whereas medical consents for oper- 
ations and medical procedures per- 
formed by the surgeon or physician 


ing that it be witnessed by the | 
\ 


are designed to protect primarily | 


the physician and surgeon. 

The form should include a prox 
vision acknowledging that the hos- 
pital has-the obligation only to. pro- 
vide general duty nursing, and that 
in case of need for continuous or 
special duty nursing care, that it isx, 
the obligation of the patient or his 
representative to provide such addi-. 
tional care and not the responsibil- 
ity of the hospital. 

It should also provide an ac- 
knowledgment that the patient is 
under the control of the attending 
physician and that the hospital is 
not liable for any act or remission 
in following the instructions of the 
physician. It should include in this 
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same provision an acknowledgment 
that the services provided performed 
by the radiologist, pathologist or 
anesthetist are performed by medi- 
cal doctors who are independent 
contractors and not employees or 
agents of the hospital. 

A provision should be included 
that the patient consents to the dis- 
closure of any portion of the pa- 
tient’s record to any agency or per- 
son liable: under “contract to the 
hospital or to the patient, or to the 
patient as a member of the family, 
or to the patient’s employers for all 
or part of the hospital charge, in- 
cluding insurance companies, work- 
men’s compensation agencies, wel- 
fare funds, ©’ . -tera. 

It should also contain a provision, 


if true, that the hospital maintains ‘ 


a safe where money or valuables 
of the patient may be deposited for 
safekeeping, and that’ the hospital 
will not be liable for the loss or 
damage to any item belonging to the 
patient of unusual value, unless de- 
posited with the hospital for safe- 
keeping in its safe, which would 
include money, documents, den- 
tures, furs, jewelry, glasses, et 
cetera. 

A person presenting themselves 
to a hospital for care does so with 
the assumption that reasonable 
charges for such service rendered 
will be paid. Entering the hospital 
carries with it the implication of an 
agreement on the part of the patient 
to pay for such services as are 
rendered. However, the inclusion of 
a provision in the admissions agree- 
ment strengthens the understand- 
ing by including recitals that the 
person executing the agreement, 


whether the patient or his agent, . 


The reproduction on the cover is 
from a plaque (with authentic 
translation on the reverse), ex- 
ecuted by artist Laura Gould* using 
codes 218 and 219 of the Code of 
Hammurabi who was King of 
Babylon 1728-1686 B.C. 


*A student of ancient languages who 
based her work on the translations of 
Robert Francis Harper, Ph.D. in his book 
"The Code of Hammurabi, King af Babylon 
published by the University of Chicago 
Press, 1904. : 

**Appreciation is expressed to the Upi- 
versity of Chicago Press for permission‘ to 
use these translations from Dr. Harper's 
book in this issue of Hospital Management. 


agrees that in consideration of the 
services rendered he will pay his 
hospital bill and the established 
charges made by the hospital in ac- 
cordance with the terms specified 
by the hospital, and in the event of 
suit or collection procedures, that 
costs incidental thereto, including 
legal fees, will be paid in addition, 
and some forms provide that all 
such bills are due and collectible 
and bear interest from date of dis- 
charge. However, in cases of long- 
term patients, when such situation 
is known at the time of admission, 
the language should be corrected or 
amended to provide that payments 
will be due weekly or monthly, 
whichever is appropriate. 


Summary 


One would observe that the ad-. 
mitting office can more likely create ~ 
legal problems involving the hos-- 
pital by failing to perform properly: 
the routine procedures prescribed | 
by the administrator, particularly 
as to such procedures that relate to‘ 
the denial of admission or the fail-. 
ure to obtain proper consents or 
agreements pertaining to admis- 
sion.(In other words, the admitting 
office\can be an important factor 
in preventing potential claim or4 
litigation, \though it seldom could 
be said t the admitting office or 
its personnel are actually the direct _ 
cause of incidents sparking law- 
suits. We might say that the ad-~ 
mitting office is in the nature of 
preventive medicine, or a_pre-* 
ventive medium whose proper func- 
tioning can insulate the doctors and 
the hospital against many types of 


lawsuits. a 
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The Cover 


These two codes reflect the medi- 
co-legal problems of that age and 
are translated** as follows: 

Code 218—If a physician operate 
on a man for a severe wound with a 
bronze lancet and has caused the 
man to die—or open an abscess (in 
the eye) of a man with a bronze 
lancet and has destroyed the man’s 
eye, they shall cut off his fingers. 

Code 219—If a physican operate on 
a slave of a man for a severe wound 
with a bronze lancet and cause his 
death, he shall restore slave like 
slave (a slave of equal value). 





How many of these mistakes 


are made in you: hospital 


Are you becoming a partner to a law suit 


by John B. Ross, M.D. 


Medical Director 
Jacksonville Blood Bank, Inc. 
Jacksonville, Florida 


Table 1. Most Commonly Found 


Deficiencies in Blood Banks. 





1. Donor arm preparation 
quate. 


container. 


inade- 


2. Tamper-proof seal not used on 


3. Monthly blood culture not done. 
4. Daily record of refrigerator 


temperatures not kept. 


5. Refrigerator alarm not installed 


or working. 


6. Overcrowded refrigerator. 


. Serious omissions in donor his- 


tory card. 


. Instructions about reactions not 


readily available. 


. ABO grouping not done in du- 


plicate. 
. Records not initialed. 


. Daily blood inspection not made. 


. Rh Label inadequate. 


. Label for recipient sample in- 


adequate. 


. Transfusion reactions not 


vestigated. 





* Blood Bank Inspections 


® OF ALL THE MISTAKES that a lab- 
oratory technician may make, those 
in the blood bank are the most apt 
to result in dire consequences to 
patients. Crossmatching errors, poor 
technique in bleeding donors, failure 
of proper refrigeration—these and 
other breaches of good technique— 
may cause severe and perhaps fatal 
patient reactions. 

Since World War II, the incidence 
of transfusion reactions and com- 
plications has been significantly re- 
duced. Pyrogenic reactions have be- 
come rare. Hemolytic reactions are 
better understood and, therefore, 
are more easily prevented. Great 
efforts to understand and reduce the 
incidence of homologous serum hep- 
atitis have been made. Neverthe- 
less severe and sometimes fatal re- 
actions to blood transfusions do con- 
tinue to occur and lawsuits arising 
therefrom are still being brought to 
court. 

Those of us who are interested in 
blood transfusions are acutely aware 
of these hazards and we are con- 
stantly seeking ways to reduce them. 


At the same time, the therapeutic 
usefulness of blood transfusions is 
being extended in many directions: 
open-heart surgery, exchange trans- 
fusions of newborn babies, platelet 
and fresh blood transfusions for cer- 
tain bleeding diseases, perfusion of 
cancer patients. The use of blood is 
being extended to the smallest hos- 
pitals. Blood units are being ex- 
changed freely from one bank to 
another. Donor credits are being 
transferred all over the country. The 
ever-expanding uses to which blood 
transfusions can be put seem end- 
less. But one must not lose sight of 
the fact that blood can be dangerous 
and even lethal. 

What then are the steps being 
taken to render blood safer—as well 
as increasingly available to all? 


Safer Blood 


A rather extensive program of 
blood bank inspections is evolving 
and is gradually gaining momentum. 
For the most part, it is a voluntary 
program. At the highest level those 
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blood banks that operate under Fed- 
eral license are visited annually by 
an inspector from the National In- 
stitutes of Health (NIH). Several 
years ago, blood for transfusion was 
placed under the jurisdiction of the 
Biologics Control law, i.e., any bank 
that transports blood across a state 
line (in interstate commerce) is re- 
quired to obtain a Federal license to 
do so. Certain minimum require- 
ments or standards of technical pro- 
ficiency, laid down by the NIH must 
be followed, and a trained inspector 
visits the bank annually to observe 
how these requirements are being 
adhered to. The inspector by virtue 
of his extensive training and wide 
experience usually manages to be 
quite helpful to the blood bank. His 
attitude is ordinarily more like that 
of a teacher than that of a police- 
man. Despite the somewhat exact- 
ing requirements, a Federal license 
has become a badge of honor for 
those banks that own one. The Fed- 
eral license number is prominently 
displayed on the bank’s blood labels. 
A certificate is issued and proudly 
displayed. It is universally recog- 
nized that the possessor is a superi- 
or blood bank. 


Standards 


In 1958, the American Association 
of Blood Banks, in cooperation with 
the Joint Blood Council, published 
a pamphlet, “Standards for a Blood 
Transfusion Service” which, as the 
name implies, succinctly delineates 
good techniques in all phases of 
blood banking. The Standards is 
more inclusive than the NIH Mini- 
mum Requirements because the lat- 
ter encompasses only the donation 
of blood, its refrigeration, labelling 
and transportation. The Standards 
includes this as well as additional 
material pertaining to patient sam- 
ples, cross-matching, administra- 
tion and investigation of reactions. 
Following publication of the Stand- 
ards, a program of voluntary inspec- 
tion was begun. Those banks that 
wish it are visited by an inspector, a 
physician or trained blood bank 
technologist, who uses a checklist 
derived from the Standards. The in- 
spection covers all phases of blood 
banking and requires two to three 
hours which is spent in questioning 
personnel, examining records and 
observing ordinary techniques. After 
its completion the blood bank is sent 
a list of the deficiencies noted. When 
the list of deficiencies is extensive 
and the blood bank has corrected 
them, a reinspection is made. If the 
list of deficiencies is not extensive, 
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a re-inspection may not be neces- 
sary. In either event correction of 
the deficiencies is followed by the 
bank being issued a certificate of 
accreditation. 


Inspection 


The inspection procedure is a 
rather rigid one; attainment of cer- 
tification is a mark of a well-run 
blood bank. It is believed that the 
certificate will have some medico- 
legal value. It will be evidence that 
the possessor practices standard 
techniques with better than average 
care. 

The American Association of 
Blood Banks, in an effort to promote 
good standards throughout the coun- 
try, has made its inspection program 
available to any blood bank whether 
or not the bank is a member of the 
Association. Since this is a strictly 
voluntary program it has suffered 
from a lack of adequately trained 
people who are able to devote part 
of their time to inspections, and to 
an inability to make re-inspections 
after certification. Currently the 
certification embraces only the re- 
sults of one inspection. In addition, 
as the value of the program has be- 
come better known, requests for in- 
spections have taxed the Associa- 
tion’s ability to supply inspectors. It 
is hoped nevertheless that inspec- 
tions can be repeated no less fre- 
quently than once every three years. 

A number of state associations of 
blood banks have been formed in 
recent years. Some of these con- 
duct inspections among their own 
members. It has become mandatory 
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I don't like the way he refers to me 
as the defendant 


in the Florida Association, for ex- 
ample, for each blood bank to be 
inspected annually. This inspection 
has gradually increased in scope 
and vigor until now it is as thorough 
as that of the American Association 
of Blood Banks. It has the further 
advantage in that it extends to many 
small hospital blood banks that are 
not reached by other inspecting 
agencies, 

In a series of inspections made 
recently, a large number of defi- 
ciencies were noted. The 14 most 
commonly found are listed in table 
1. In almost every blood bank sev- 
eral deficiencies were found; in some 
the number of deficiencies was 
staggering. In general the largest 
numbers of deficiencies were found 
in those blood banks where the 
supervision and the quality of the 
technicians were the poorest. 


Technicians 


Blood bank technicians, like those 
in other parts of the hospital labora- 
tory, suffer from far too little super- 
vision. Additionally, in many cases, 
the turnover of technicians is rapid 
and new technicians are expected to 
fit into the laboratory with a mini- 
mum of orientation or explanation 
as to how things have been done 
previously. It is surprising how easy 
it is for technicians to slip into slov- 
enly habits; the poor habits may be 
acquired so insidiously that the 
technicians are themselves unaware 
of the change. Short cuts, taken 
once to save time and then repeated, 
soon become a part of the routine. 
Inspections are about the only means 
available in many places to correct 
these inevitable poor habits and as- 
sure that good standards will be 
maintained. 

The smaller blood banks, especial- 
ly where there is no hospital pathol- 
ogist, are the ones where poor or 
slovenly technicians are most apt to 
be found. The inspections have been 
of greatest value to these. These 
banks need inspections repeated as 
often as possible, at least once a 
year. By consistent, frequently re- 
peated efforts to raise standards to 
acceptable limits, it has been pos- 
sible to make excellent blood banks 
out of previously haphazard ones. 
In the end, these efforts improve the 
safety and quality of blood for the 
patient, restore the doctors’ confi- 
dence in the bank’s blood so that 
they will not hesitate to administer 
it whenever it is indicated and les- 
sen the hospital’s chances of becom- 
ing partner to a lawsuit that might 
arise from careless technique. a 
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The Control of Hospital Costs 


™ THE TITLE of this presentation 
may be somewhat misleading since 
I may offer little that is construc- 
tive to control hospital costs. But 
if I can give you a better under- 
standing of the factors involved in 
our costs, some progress will have 
-been made in the relationships be- 
tween hospitals and you who pay 
for the cost of care in hospitals. 


Costs Rising 


It has been freely projected that 
hospital expenses can be expected 
to rise about five percent a year at 
a fairly steady rate. This rise is due 
first of all to normal inflation and, 
second, to the continually increas- 
ing quality of services rendered by 
hospitals. Moreover, the needs of 
the people who come to the hospital 
are also becoming constantly more 
costly to meet. Our doctors and our 
scientists have done too good a job 
in preventing people from dying at 
an early age but old age has brought 
about some costly demands for 
care. 

The item which is causing the 
most rapid rise in hospital costs is 
the higher wages being paid to hos- 
pital employees. As union activity 
becomes more prolific in hospitals, 
wages can be expected to rise and 
charges must rise in consequence. 
For a hospital that cannot meet its 
payroll cannot long remain open. 
For hospital employees must eat! 

Payroll expenses are rising rapid- 
ly. Ten years ago the payroll ac- 
counted for 50 to 60 percent of total 
hospital expense. A study* of hos- 
pitals over 500 beds in the United 


Presented to the National Conference of 
Health, Welfare and Pension Plans,, Miami 
Beach, Florida, October 10, I1, and 12, 
1960. 
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States showed 24 non-federal hos- 
pitals out of 111 with payroll ex- 
penses of more than 70 percent of 
the total expenses of the hospital. 
Five of these hospitals showed a 
payroll cost of more than 80 percent. 
All of the Veterans Administration 
hospitals showed an even higher 
ratio. It is significant also that in 
analyzing the average salaries per 
personnel among the top 20 non- 
federal hospitals, 16 of them were 
in Michigan, California, New York 
City and Chicago—all areas of 
dynamic union activity. 

Even so, however, hospital ex- 
penses and charges are relatively 
low in comparison to charges for 
services rendered every day to the 
consumer. In Chicago, for example, 
the cost per patient day in the best 
hospitals might be as much as $50.00 
per day. This would include the 
services of every known expert 
available in the medical field. But 
to hire a plumber for a 24-hour 
period at $6.00 per hour would cost 
$154.00 per day. It is stated that the 
plumber himself receives only $4.50 
per hour but, even so, the plumb- 
er’s services still cost $108.00 over 
a 24-hour period. _ 

Although it is our feeling that 
hospital costs are not unduly high, 
we do not mean to imply that it 
would be impossible to achieve any 
savings. Far from it. There are 
things to be done and we are trying 
to do them. 


Overutilization 


One of the areas in which ad- 
ministrators and trustees of wel- 


*Letourneau, C. U. and M. Ulveling: 
Hospital costs — some influential factors. 
HOSPITAL MANAGEMENT, Nov., 1960 p 
36; Dec., 1960 p 40 


fare and pension plans might be- 
come more interested is in the re- 
duction of hospitalization by pre- 
ventive measures. There are many 
conditions which can be detected 
early by regular physical examina- 
tions. Conditions such as cancer and 
heart disease whose care and treat- 
ment involve long stays and high 
expenses in hospitals can be de- 
tected and treated early at a rela- 
tively small cost, often times out- 
side of the hospital. 

If an annual physical examina- 
tion were made compulsory for all 
subscribers to welfare and pension 
plans as a condition of being a sub- 
scriber, there would probably be a 
flurry of activity in the early stages 
of such a plan but in the long run, 
hospitalization would decrease and 
the subscribers would live longer 
and remain in better health with 
an ultimate saving of hospitaliza- 
tion expense by preventive meas- 
ures. 

Hospital administrators are often 
dunned about overutilization of hos- 
pital care. With some prepayment 
people there is an implication that 
some patients are being kept in 
hospitals for no reason at all except 
that the hospital needs the money. 
This may be so in a few hospitals, 
particularly in those hospitals where 
the service is substandard and 
where the occupancy is low, but it 
is not the general rule. The better 
hospitals usually maintain an oc- 
cupancy which is so high as to 
border upon overcrowding. 


Underutilization 


All of us are too prone to think 
in terms of statistical averages and 
to draw some blind conclusions 
from the figures which are given to 
us by analysts. But it is a fact that 
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hospitals are not utilized to their 
maximum capacity. In a study of 
hospital occupancy** it was clearly 
shown that at all times there is an 
average of 250,000 empty beds in 
the United States. This figure was 
reached by calculating the total 
number of possible bed-days in one 
year and substracting from this 
figure the actual number of bed- 
days used by hospitals in the United 
States. 

Using the figures of the Cleveland 
Hospital Study which estimates the 
cost of empty beds at around $6,- 
700.00 per year, there is an ap- 
proximate total loss by hospitals of 
$1,675,000,000.00 in wasted services. 
These figures are impressive but do 
not represent a true picture. In the 
first place, there is a wide variation 
in occupancy from hospital to hos- 
pital. Our study* of 500-bed hos- 
pitals showed an occupancy range 
from 99.4 percent down to 52.4 per- 
cent. In many communities there 
is a poor distribution of hospital 
beds. In a ten-hospital community 
which we studied recently, the four 
leading hospitals were running from 
85 to 92 percent in occupancy but 
the other six were ranging from 
48 to 65 percent. 

The reason for these discrepan- 
cies is plain. Some hospitals give 
better care than others and so are 
preferred by physicians and pa- 
tients. They never lack support. 
Community planning could elimi- 
nate some substandard hospitals, but 
because of our voluntary hospital 
system, where a_ hospital which 
should be supressed might be spon- 
sored by a religious organization 
which jis politically powerful, it is 
obviously impolitic and inexpedient 
for any community planner to sug- 
gest the supression of such an in- 
stitution. 


Population Habits 


Another cause of underutilization 
is the very natural one of the habits 
of our population. In this capital- 
istic system of ours, where wealth 
and plenty abound, there is a grow- 
ing resistance to inconvenient work 
schedules. Hospital people are not 
different from other people in other 
walks of life. 

Doctors, nurses, technicians and 
hospital people generally do not 
care to work on Saturdays and 





**Letourneau, C. U. and M. Ulveling: 
Vacant hospital beds — a study of occu- 
gancy. HOSPITAL MANAGEMENT, Oct., 
1959 p 48; Nov., 1959 p.43; Dec., 1959 p 44 
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Sundays. They also like to take 
their vacations during the summer. 
If we calculate slack time as an in- 
dustrial operation would do, we can 
count the following days of slack 
time: 

Week ends (Saturdays 


and Sundays) 110 days 
Statuatory holidays 10 days 

Vacation working days 
(July and August) 40 days 
160 days 


On these days of slack time, only 
emergencies are cared for. These 
days amount to 43 percent of avail- 
able hospital bed-utilization time. 

There is not much likelihood that 
this will change unless government 
regimentation of all the people 
should come about so as to obtain 
better utilization. But even if hos- 
pital people were willing to work 
on slack days, patients simply do 
not care to be hospitalized on week 
ends and holidays nor during va- 
cation times if they can possibly 
avoid it. 

What should be remembered is 
that the voluntary , capitalistic hos- 
pital system is a wasteful one but 
it has also produced the best medi- 
cal care in the world. 

Efficiency is not a goal in itself. 
Many people have observed that if 
waste is necessary to bring about 
more humanity, personal service 
and tender loving care for the pa- 
tients, it should be tolerated—even 
encouraged. 


Waste of Services 


It is an undeniable fact that some 
hospitals have been poorly planned. 
Not enough thought has been given 
to the types of patients who will be 
treated in the hospital. In some in- 
stances, it was due to poor planning 
but in others, unforeseen changes 
of the characteristics of the com- 
munity rendered certain services 
unnecessary and created a demand 
for others which were not available. 

There are some facilities of the 
hospital which are inflexible. Cer- 
tain beds are not interchangeable. 
If they are allocated to one type of 
illness, they cannot be used to 
house any other type of patient. The 
maternity service is a prime ex- 
ample of this inflexibility. In plan- 
ning hospitals, it is extremely dif- 
ficult to calculate the number of 
births that will occur during a given 
period in the future. As a result, 
some hospitals have too many ma- 
ternity beds which cannot be used 
for any other types of patients. This 
also brings about underutilization of 
obstetrical suite, the nursery and 





the the infant formula room. A ma- 
ternity service operating at 55 per- 
cent occupancy is doing very well 
if we take this as an average fig- 
ure. Many services now in existence 
should be closed down because they 
are duplicating facilities which ex- 
ist only a short distance away and 
are being wasted. 

Pediatric beds are likewise in- 
flexible. There is an extreme vari- 
ability in occupancy of these beds. 
It is either a feast or a famine but 
occupancy rarely averages more 
60 percent in a year. Psychiatric 
beds are another example of in- 
flexibility but fortunately there is 
no shortage of candidates for these 
beds—most of them operate at near- 
ly 100 percent occupancy. Infectious 
diseases cannot be mixed with other 
patients without undergoing a risk 
of transmission of infections. 

A study of surgical operating 
rooms shows that there is a tre- 
mendous wastage of time in these 
facilities. In many hospitals, the 
surgeons operate between the hours 
of 7:00 am. and 1:00 p.m. from 
Monday to Friday with vacations 
at Christmas, Easter and in the 
summer months. If one assumes 
that a hospital operating room is 
used 40 out of the 168 available 
operating room hours per week, this 
is a utilization rate of 24 percent. 
An industrial engineer would have 
a fit if a manufacturing plant were 
operating so wastefully. 

But it is still a comparable utiliza- 
tion rate with most business offices. 
Hospitals should not be criticized 
too strongly for practices which are 
current in other walks of life. These 
wasteful procedures are established 
for the convenience, first of all, of 
patients who only want to be hos- 
pitalized' on working days, of physi- 
cians who like to have their office 
hours in the afternoon and of em- 
ployees who not only dislike work- 
ing on week ends and holidays but 
also avoid the evening and night 
shifts even when a high pay dif- 
ferential is offered. Neither does the 
administration have any greater de- 
sire to work at odd hours than do 
the rest of the people in the hos- 
pital. 

Even so, the hospital operating 
rooms still get considerably more 
use than the. fire department. But 
nobody complains about the waste- 
fulness of the latter. 


Part II of the article The Control of 
Hospital Costs by Dr. Letourneau 
will appear in the February, 1961 
issue of HOSPITAL MANAGEMENT. 
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Announcing the NEW 


ARMSTRONG #8) \iA'45. ¢-y-\ a BABY INCUBATOR 


3 es of the Armstrong UNIVERSAL Baby Incubator is the 
experience of 17 years in the production +f 30,000 baby 
incubators. This New Armstrong UNIVERSAL Baby Incubator 
also incorporates many of the ideas and suggestions made by 
doctors, nurses, and hospital administrators to provide the finest 
incubator for meeting all requirements in incubator care of new- 
born infants. Study the brief details here and then write or wire 
for complete information and special introductory price. 


fl 


FORMED PLASTIC 


BED TRAY AND MATTRESS 


” REMOVABLE HEATING UNIT 
: DOUBLE THERMOSTAT 
3 : EASY-CLEAN FAN 


ARMSTRONG DESIGNED 


NEBULIZER COMPARE SIZE 


WITH 17-INCH DOLL 


GUIDE AND 


FT HANDLES 


EXPOSED INTERIOR 
FOR THOROUGH CLEANING 


The larger photograph above shows the 
front and left side. Oxygen cylinder carrier, 
etched instruction plate and nebulizer are 
on left side. . 

The smaller photograph below shows front 
and right side. Air filter and oxygen inlet 
controls are placed on the right side. 


MODEL 188 


Features You'll Appreciate 


ISOLATION—Many built-in features permit oper- 
ation without opening the lid or portholes. The 
ultimate in isolation is provided. 


FOUR HAND-HOLE OPENINGS—Two hand-holes 
in the front and two in the rear have soft, plastic 
shields which adjust automatically to wrists or 
arms. Clear plexiglass doors cover the hand- 
hole openings. 


FRONT LID OPENING — When open, the front lid 
lays flat on top of hood and permits normal 
handling of baby without complete loss of heat, 
humidity or oxygen. 


SAFE, AUTOMATIC HEAT CONTROL— When the 
heat control dial is set as desired, a forced air 
circulation unit assures automatic temperature 
control to plus or minus one degree. For maximum 
safety, each heating unit is equipped with two 
thermostats. The sealed heating unit is guaran- 
teed service-free for three years if not abused. 


AIR-FILTER —The forced air circulating unit draws 
air through a large sub-micronic filter to provide 
maximum isolation. Filter is extra-large to reduce 
frequency of replacements. 


CLEAR-VIEW THERMOMETER —A special shield 
affords clear view of armored F. & C. thermom- 
eter, even if condensate forms. 


HUMIDITY CONTROL—Humidity control dial oper- 
ates a damper for low to high humidity. 


TILTING BED —The large tilting bed of heavy-duty 
plastic with smooth finish is easily cleaned. The 
air foam mattress is never too hot nor too cold, 
but heated to incubator temperature. Two knobs 
on front tilt bed to Trendelenburg or Fowler 
position without opening incubator. 


EASY CLEANING—The incubator can be kept 
spotlessly clean with minimum effort. Heating 
unit, humidity reservoir, and air flow assembly 
can be quickly removed without tools to expose 
the entire stainless steel interior. 


A COMPLETE UNIT—With the exception of a 
weighing scale (available as extra equipment), 
the Armstrong UNIVERSAL Baby Incubator is 
a complete unit that incorporates everything re- 
quired in a baby incubator. Other equipment not 
described here includes nebulizer, oxygen cylin- 
der carrier, ice chamber, I.V. stand, and large 
roomy cabinet fitted with shelves and doors. 


1501 EUCLID AVES 


THE GORDON ARMSTRONG CO., INC. 


Available in Canada from Ingram & Bell, Ltd 


CLEVELAND 15, Of! 


Toronto Montreal — Winnipeg — Calgary Vancouve 





ate 


oper- 
;. The 


-holes 
plastic 
sts or 
hand- 


ynt lid 
ormal 
heat, 


sn the 
ed air 
rature 
ximum 
h two 
jaran- 
>used. 


draws 
rovide 
educe 


shield 
rmom- 


a.c.N.a. ACtIVItIEs 


Three winners of special 

awards granted by the 

College as part of its 

Fourth Congress on Ad=- 
ministration were announced this 
month. 

MELVILLE Datton, a faculty mem- 
ber of the University of California 
in Los Angeles, won the James A. 
Hamilton Hospital Administrators’ 
Award for his book, Men Who Man- 
age. 

This award is given to a book 
which, in the opinion of a special 
Book Award Committee for the 
Congress, has made a significant 
impact upon administration. It was 
published in 1959 by John Wiley 
& Sons of New York City. 

Ray E. Brown, immediate past- 
president of the College, and War- 
REN G. BENNIS, associate professor 
of the School of Industrial Man- 
agement at the Massachusetts In- 
stitute of Technology, were awarded 
the College’s two other prizes for 
the excellence of their articles pub- 
lished respectively, in The Modern 
Hospital and in Hospital Adminis- 
tration. 

The Article Award prize went to 
Mr. Brown for his piece, “The Na- 
ture of Administration,” one of a 
series on management. 

Professor Bennis won the Edgar 
C. Hayhow Award—expressly 
granted for the article which, in the 
judgment of the Article Award 
Committee, was the best published 
in the quarterly journal of the Col- 
lege, for his article, “Problems- 
Oriented Administration,” which ap- 
peared in the winter, 1960, issue. 

All three award winners will be 
honored at a _ special and new 
Award Luncheon to be held on Fri- 
day, February 3rd, at the time of 
the Congress. 


Invitations have been ex- 

tended to authors of 20 

articles that are being 

used as springboards to 

discussion at the morning Manage- 

ment Seminars of the Congress to 

appear in person on the programs 
on both Friday and Saturday. 

It is the desire of the Seminar 

Materials Development Committee 

that each seminar feature a key 
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speaker whose 20-minute summary 
of the highlights of his research in 
administration will be augmented 
by discussion from a select panel 
of hospital administrators. 

Among the men who have al- 
ready accepted the College’s invita- 
tion to appear in person on the 
Congress program are: 

Rautpo N. TAXter, JR., associate 
professor of Business Administra- 
tion, Emory University School of 
Businesss Administration, Atlanta; 
Wa ter L. Dayk1n, professor of La- 
bor and Management, University of 
Iowa, Iowa City; Louris W. Norris, 
president, Albion College, Albion, 
Mich.; KennetH E. RicHarbs, per- 
sonnel research manager, United 
Airlines, Inc., Chicago; Haroxtp E. 
SPONBERG, president, Northern 
Michigan College, Marquette, Mich.; 
Harotp F. Rorue, manager of 
personnel, Fairbanks, Morse & Co., 
Beloit, Wis.; and James D. THomp- 
son, director, Administrative Sci- 
ence Center, University of Pitts- 
burgh, Pittsburgh. 


The 1961 Roster of the 
College, which contains 
abbreviated information 
on the entire member- 
ship of the professional society, was 
mailed to all affiliates this month. 

The Roster replaces the Directory 
in alternate years and is distributed 
without charge as a membership 
service. 

In a few months, research will 
begin on the compilation of more 
definitive biographical data for the 
1962 Directory. This project is un- 
der the direction of the College’s 
Board of Professional References. 


A 1961 Appointment 

Calendar containing re- 

minders of the College’s 

three major activities, 

the convocation, annual meeting and 

Congress on Administration was 

mailed to the membership this year. 

The calendar also included a 

complete calendar of the 1961 edu- 

cational program of the College, 

with pertinent data on all basic 

and advanced institutes, regional 

members conferences and the Fel- 
lows’ Seminar. 
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These five basic filing methods easily adapt 
to the particular needs of your office, are de- 
signed to permit fast, efficient filing and find- 
ing of your office records. 


SMEAD’S TELL-I-VISION SYSTEM 


TO FILE YOU SIMPLY DO THIS: 1. Locate the 
Primary Guide. 2. Find the Individual Name Folder. 
(For occasional correspondence file in the green 
miscellaneous folder.) 3. Insert New Correspondence 
(Latest data always to the front). And finding is as 
easy as filing with Smead’s Tell-1-Vision System 
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Smead’s Card Control 
Filing System . . . for 
control of card index 
filing. Small installa- 
tion expands to meet 
needs. 


Smead’s Flex-!-Vision 
Hanging Folder Tab has 
one inch exposure, 
folders also ideal for 
indexing catalogues, 
swatches, covers, 
guides, etc. 
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for Automated Systems 
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in plain, flat, double insert- 
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flat angled insertable cellu- 
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ENGINEERING - Maintenance 


by Daniel M. Roop, P.E. 


Better Maintenance 


@ THERE ARE two general areas in 
which specifications may be consid- 
ered, the “legal” area in which we 
wish to protect ourselves and our 
hospital from damages resulting 
from irregular acts or standards, 
especially in the field of construc- 
tion where we are interested in 
services performed; and secondly, 
the “civil” area, in which we wish 
to give in clear, precise English, a 
description of what we desire to 
have someone, body or firm supply 
to us in any given situation. 
“Specifications,” according to Hol- 


Specifications Will Help 


land and Parker, two well-known 
professors of architectural construc- 
tion, “are a load assumed with 
bravado, borne with groans and 
shifted, when they can be shifted, 
universally without regret.” 

When you are being specific about 
anything you are being explicit 
about the matter and are setting up 
special characteristics that differen- 
tiate between two articles, or items, 
that serve the same purpose or 
function. 

A specification is nothing more 
than a statement or statements con- 
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GRIPDUST is a néw aerosol dust mop treatment which saves steps 

such as soaking and drying. Just spray: dust mop or cloth dries in- 
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laundering easier. Refreshing aroma is a plus value. Dustless sweeping 
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taining a minute description or 
enumeration of these particulars. 
The more technical or scientific an 
item may be, the more minute you 
should be in your description in 
order to insure exactness. 

We shall not delve into the legal 
aspects of specifications and their 
writing, as that is a subject for 
collaboration with your attorneys. 
Our concern at present is to de- 
termine why these specifications 
may prove as an aid to better main- 
tenance in our physical plants, in- 
cluding the equipment. As experi- 
ence dictates, there are three main 
areas in which specifications can be 
of assistance to engineers. 


Architectural and Engineering 


For brevity, let us combine these 
two and discuss them in the realm 
of new construction, and/or in al- 
teration programs. Their purpose is 
not just to set forth specific mate- 
rials for use in the project, but also 
to insure coordination by and be- 
tween all interested persons, firms or 
corporations interested in the proj- 
ect by virtue of a contract or pur- 
chase agreement. What is originally 
specified on the project, in both 
areas, will prove of vital importance 
to the economical first cost, and may 
certainly influence continued oper- 
ating costs of any hospital or other 
ancilliary structure. If adequacy is 
paramont in both areas, these speci- 
fications will assist you in better 
maintenance. 

The records that are maintained by 
purchasing agents and engineers, 
will be of tremendous value to you 
and your hospital in establishing 
basic specification criteria for such 
projects. Another use for adequate 
and substantial records is good en- 
gineering management. Such records 
should give you the experience and 
cost of any given item or piece of 
equipment or machinery — even 
the performance of painting and 
paints through adequate records, 
may assist in the specifying of paints 
and painting procedures. The costs 
for continued maintenance, includ- 
ing labor and material; the number 
of times replacements have been 
necessary; age; first cost; and many 
other factors are always important 
criteria on which to base an opinion. 

All this information will be of 
valuable assistance to the architect 
and design engineer in writing 
specifications for new work, or for 
you in replacement of existing 
items. Your personal experiences, as 
stated, should be relied upon, in 
addition to those of others, and 
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By joining together as STANDARDIZED SANITA- 
TION SYSTEMS, INC., we, the undersigned firms, 
can now serve you better. Here’s how: 


i. By pooling our facilities, we can pre-test all prod- 
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effective methods of using the sanitary supply prod- 
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supplies and maintenance techniques. 


The Triple S seal stands for better products. Look 
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Phone him today! Or write Triple S, 3100 Russ 
Bidg., San Francisco, Calif. for further information. 
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Phillips Supply Co., Cincinnati, Ohio - 
Supply Co., Phoenix, Arizona - 





EAST: Baer Paper Co., Inc., Baltimore, Maryland - Baer Slade Corp., Wasiington, D.C. - 
Newark, N.J. * The George T. Johnson Company, Boston, Mass. - 
ROCKY MOUNTAIN: American Sanitary Products Co., Denver, Colorado - 
PACIFIC COAST: Easterday Supply Company, San Francisco, Los Angeles, and Portland 


Formula Floor Products Co., Inc., 
I. Janvey & Sons, Inc., Hempstead, N. Y. - MIDWEST: 
E-Z. Janitor 
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should strongly influence such 
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scription of an item necessary to 
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you, or the manufacturer, in obtain- 
ing certain commodities. In addition 
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those that represent capital expen- 
ditures, and then establish a sched- 
ule for periodic review of these 
standards. 

As an example, let us take the 
simple valve. Perhaps in the sizes 
3% inch to and including 2% inches, 
it is not necessary to establish a 
closed standard or specification. 
However, on larger valves, where 
parts are costly as well as the valve 
itself, it is well to close the specifi- 
cation or standard. Such factors as 
the stocking of parts, adminstrative 
policies, purchasing procedures and 
policies should influence your spec- 
ifications in this determination. 

These are but a small portion of 
the major considerations to be ac- 
counted for in establishing specifi- 
cations for better maintenance. Be 
brief, avoid legal language, write 
in English, and through the use of 
adequate records and past experi- 
ences, and with an analytical and 
common-sense approach, such mat- 
ters shall no longer be “borne with 
. 


Hospital Fires 


® GOVERNMENT TAX receipts indicate 
that about 500 billion cigarets will 
be consumed in the United States 
during 1960. Stated in simpler terms, 
it averages one-half pack daily for 
this year, for every man, woman 
and teenager in the country. 

As might be expected, this na- 
tional habit has presented problems 
in American hospitals. Figures gath- 
ered by the American Hospital As- 
sociation and the National Board of 
Fire Underwriters show that smok- 
ing and matches are the major cause 
of hospital fires, accounting for 21% 
of all reported incidences.* 

A little-known, but highly in- 
formative fact about American cig- 
arets is that a special chemical is 
used in the manufacture of cigaret 
paper that insures that a lighted 
cigaret, when placed in an ashtray, 
will stay lighted until the smoker 
resumes smoking. While this prop- 
erty has the inherent convenience 
factor of not having to relight the 
sigaret each time after it is laid 
down, it also means that, unless 
snuffed out, a discarded lighted 
cigaret will burn until the butt end 
is burned out, or burns into some- 
thing else. 

Strangely, European and Canadi- 
an brands (except those exported to 





*Other causes: misuse of electricity, 16 
percent; defect in heating systems, 15 
percent; spontaneous ignition, 9 percent; 
inadequate rubbish disposal, 5 percent. 
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they must be relighted. 


Some authorities have conjec- 
tured that the reason, for example, 
Great Britain has a per capita fire 
loss only one-fifth of that in the 
United States (although smoking 
carelessness also accounts for 21% 
of British hospital fires) may be ex- 
plained by this difference in cigaret 


paper. 
— Hospital Bureau Inc. 


the U.S.) do not have this type of 
paper. Thus, when foreign brands 
are placed in ashtrays for a com- 
parable period and then picked up, 





pains in back 
chosomatic, 


ogy, Inc. 





= THe Monroe Crinic reports these 
percentages of common ailments are 
emotionally induced: 75 percent of 


of neck are psy- 
50 percent ulcerlike 
pains, 50 percent gall-bladderlike 
pains, 80 percent dizziness, 30 per- 
cent skin rash, 90 percent gas, 80 
percent headache, 70 percent con- 
stipation, 90 percent tiredness. Psy- 
chosomatic does not mean imaginary 
— they are painful. They just have 
an emotional, not a physical cause. 
— Newsletter, Industrial Psychol- 























Philco all-transistor TV camera and 
monitor in hospital operating room. 
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Philco high-definition TV camera on image 
intensifier in hospital radiology department. 
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closed circuit TV 
has many proven 


Closed circuit TV is a proven and 
valuable aid to both the Doctor and 
the Hospital Administrator. It is widely 
accepted for many applications .. . for 
teaching and medical group demonstra- 
tion . . . for hospital routine . . . for 
service to patients . . . for protection of 
personnel. Philco’s extensive experience 
in hospital TV systems is your assur- 
ance of obtaining the greatest flexibility 
and economy. Philco’s fully-transistor- 
ized equipment is your guarantee of 
maximum reliability, freedom from 
maintenance and ease of operation. 
Philco engineers will be glad to design 
a system to meet your individual re- 
quirements. Write today for complete 
information and-your copy of the 
Philco Closed Circuit TV System 
Planning Guide. 


Government & Industrial Group 
4700 Wissahickon Ave., Phila. 44, Pa. 
In Canada: Philco Corp. of Canada, Ltd., Don Mills, Ont. 
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Snyder 


Continued from page 29 


been successful in obtaining cover- 
age from prepayment plans or com- 
mercial insurance. 


Preparing For Retirement 


Any community concerned about 
the health of its aged citizens can 
minimize later problems through a 
retirement education program. The 
Chicago Retirement and Planning 
Preparation Program, for example, 
attempts to meet the needs of older 
citizens through their employers or 
community organizations. It gauges 
the older employee’s attitudes to- 
ward retirement and attempts to 
“take dead aim on many problems 
of personal and social relevance, 
and not merely the perennial ques- 
tions of body and pocketbook.” 

The staff of this organization is 
part-time, and is drawn from the 
full-time personnel of the Univer- 
sity of Chicago’s Industrial Rela- 
tions Center for their special serv- 
ices. The staff now consists of an 
executive officer, co-ordinator of 
management projects, director of 
the retirement program, research 
associate, editor, director of audio- 
visual aids, secretary, and statistical 
assistant. 

Together these people have worked 
out a program that offers its services 
to two types of participants: (1) 
industrial firms or other organiza- 
tions; (2) individual employees and 
their wives. 

When a company or organization 
contracts to participate in the pro- 
gram, any of its employees or mem- 
bers, usually between 55 and 65, 
may become participants. The pro- 
gram is given at company expense 
and usually on employee time. For 
this service the company pays a fee, 
which helps support this nonprofit 
enterprise. 

The Retirement and Planning 
Preparation Program offers four 
basic services: 

1. A survey of attitudes among 
older employees toward retirement 
is done at the beginning of a session 
to try to pinpoint areas of unsatis- 
factory attitudes and proposed ad- 
justments to retirement. The survey 
contains 100 questions to which they 
anonymously reply “yes,” “no,” or 
“undecided.” They usually get an 
hour of company time to complete 
the survey. 

2. The survey report to the spon- 
soring organization presents a statis- 
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tical analysis of the survey findings, 
with interpretation, highlighting the 
older employee’s weakest areas of 
retirement planning and adjustment. 

3. Should the company feel that 
its older employees need retirement 
training, it may engage retirement 
program leaders for a two-week in- 
tensive training course to be held 
at the company. Or, it may elect to 
send its employees and their wives 
to 11 weekly discussion centers. 

4. Progress of the program is 
made available to the company by 
again having participants fill out 


the “retirement planning inventory.” 
Group increases in favorable re- 
sponses are analyzed statistically to 
determine whether the gains were 
the product of the program or 
chance. 

Although few cities are large 
enough to support a self-sustaining 
retirement preparation program of 
the magnitude of the Chicago plan 
many towns have successfully held 
one- and two-day seminars led by 
representatives of the various local 
health and welfare organizations. 

u 
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Cardiac Arrest. 


treatment in cases of Cardiac Arrest. 
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Cardiac Alarm (Monitor) 

Model No. 54 — A visual 

and audible monitor which 

sounds alarm at onset of 
_ Cardiac Arrest. 


Miniature All-Tr 
Portable Cardiac Pacemaker 
Model TR-3 . ’ 








. ISS due to Cardiac Arrest. 


*D in conj ion with Paul M. Zoll, M.D. 


Other combinations and associated instruments 
available — Write for complete information. 


CARDIAC ARREST 
CAN OCCUR 


IN Your HOSPITAL... 


Each year about 10,000 
death 


PM-65 with Electrocar- 
dioscope (optional) pro- 
vides preventive detec- 
tion and treatment of 


Deer the possibility of Cardiac Arrest, whether on 
the operating table, during post-operative 
recovery, on the ward with Stokes-Adams 
patients, or in the Cardiac Catheterization Lab- 
oratory, Electrodyne presents proven* instru- 
ments that provide preventive detection of any 
Cardiac Arrhythmia and completely automatic 


Electrodyne D-72 
External Defibrillator 


F and Defibrillator 
Model No 43 

Separate units of Pacemaker 
and Defibriilator also available. 
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Orange Filled Pancakes 


Chicken Crepes 


Apple Pancakes 


Did you know that Pancake Day 
is February 14 this year? Pancake 
Day is always the day before Ash 
Wednesday. It originated as the day 
in olden times when homemakers 
served pancakes in order to use up 
all meat fat before Lent began. 
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fo0d & SIEtETICS 


Pancakes 


by Doris H. Zumsteg 


Filled Pancakes Are Adaptable To Many Menus 


™ sIX GOOD REASONS for serving 
filled pancakes. 

1. Patients and staff like pan- 
cakes. Children need no coaxing to 
eat pancakes. Elderly patients in 
nursing homes have no chewing 
problems. 

2. They fit into so many menus 
aside from breakfast. They’re suit- 
able as main dishes, desserts; for 
supper or luncheon; in the coffee 
shop; in the personnel dining facil- 
ities. 

3. They offer a different way of 
combining carbohydrate and meat, 
vegetables, fruit, fish, creamed 
items. 

4. Filled pancakes “hold up” as 
well as most other foods when prop- 
erly handled on the food cart or 
steam table. 

5. Pancakes are cost-wise. 

6. Pancakes can be easy to pre- 
pare via many shortcuts to both the 
pancakes and the fillings. 

Here are three good ways to pre- 
pare and serve filled pancakes, with 
some tips on holding. 


Orange Filled Pancakes 


Start with mix-made crepes bat- 
ter. 

Fill with chilled orange or canned 
orange and grapefruit sections and 
softened cream cheese; or pour on 
a sauce made of frozen orange con- 
centrate. Use one six-ounce can 
Florida frozen concentrated orange 
juice to % c. sugar. Simmer for five 
minutes. 


Miss Zumsteg is with Dudley-Anderson- 
Yutzy, New York 17, and is food editor of 
Fast Food. 


Top with chilled or canned fruit 
segments and more sauce, if desired. 

Hold, by placing filled crepes in 
bake pans. Add segments and/or 
very hot sauce at serving time. For 
extra fillip to topping, broil orange 
section until warmed and _ tinged 
with brown. 


Chicken Crepes 


Start with crepes batter. Most 
commercial mixes offer a crepe rec- 
ipe variation in the package. 

Fill with creamed chicken. 
Streamline the filling by means of 
all-purpose sauce base and the im- 
proved bro-hen which cuts chicken 
cooking time in half. 

Top with more cream sauce and 
Swiss cheese. Bake until brown. 

Hold best by placing filled crepes 
in bake pans. Add topping. Broil off 
at the last minute practicable. 


Apple Pancakes with Hot Buttered 
Cider Syrup 


Start with batter for conventional 
pancakes. 

Fill by adding canned apple slices 
and flavoring to the batter. Allow % 
No. 10 can apples, drained and cut 
into % inch cubes, 1 c. sugar, % tsp. 
nutmeg, grated rind of 1 lemon to 
21% qt. pancake mix. 

Top with Hot Buttered Cider 
Syrup. Blend and heat 1 qt. apple 
juice, 2 lb. light brown sugar, 1 |b. 
butter or margarine, % tsp. cinna- 
mon, % tsp. ground cloves. 

Hold, uncovered, on steamtable or 
in the oven up to 20 minutes. Do not 
stack when holding or serving pan- 
cakes. They become soggy. 

This recipe from the Processed 
Apples Institute. Ed 
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There is More to Eating than Food 


by Emma Ludwig, R.N. 


Consultant 

Chronic Illness and Geriatrics 
Cleveland Division of Health 
Cleveland, Ohio 


= As a public health nurse con- 
sultant in the nursing home pro- 
gram, I have observed that dietary 
care varies considerably in each 
home. In some there are residents 
who are not on any prescribed diet: 
however, in some nursing homes 
there are complex situations where 
tube feedings, weighed foods or 
special nutrition supplements are 
vital. 

In my experience as a_ public 
health nursing consultant, I have 
concluded that the nurse or opera- 
tor may not have had sufficient 
training and education to take the 
full responsibility of this very im- 
portant job of dietary planning. 

In addition to menu planning, 
purchasing, storage, equipment and 
sanitation in the kitchen which the 
dietitian normally supervises in an 
institution, the rehabilitation factor 
plays a more important role in a 
nursing home program than is im- 
mediately evident. Serving a nu- 
tritionally adequate and colorful 
meal to a resident or patient is 
common practice, but I have found 
that not much consideration has 
been given to the actual consump- 
tion of this food. The dietitian can 
be of use by helping the staff to 
become aware of facts and pro- 
cedures which may ultimately give 
the patient independence in this ac- 
tivity of eating. To carry out these 
procedures it will necessitate a more 
concentrated time in the dining area 
for the dietitian. 

Some procedures may involve po- 
sitioning of the body; some may in- 
volve an adaptive utensil such as 
a built-up spoon or fork, or merely 
a suction cup to stabilize the plate 
or bowl. It may be the height of 
the table or the area in which the 
patient partakes his meals that has 
an effect on his interest in eating. 

Three problem areas which seem 
to rank high are (1) the short 
amount of time allotted for meals, 
although it is important for most 
handicapped patients to have a bit 
more time; (2) decubitus ulcers in 
patients who are confined to bed 
because of disability or chronic ill- 
ness; and (3) the senility of a great 
portion of the ambulatory aged in 
a nursing home, many of whom 
are admitted in a malnourished con- 
dition. 

With the great emphasis on reha- 


- JANUARY, 1961 


bilitation and the expanding nursing 
home programs all over the country, 
greater interest must be taken not 
only as far as menu construction 
and planning is concerned but also 
in suggesting ways and means that 
this well-planned menu can be con- 
sumed. We must begin to be con- 
cerned about the total picture of 


nutrition in nursing homes, which, 1 
believe, includes the step beyond 
delivering the tray to the bedside or 
setting a place for the ambulatory 
nursing home resident at the table. 
a 
—From a presentation at the an- 
nual meeting, American Dietetic As- 
sociation, Cleveland. 














‘T’11 come down when I’m put back 
on Continental Coffee!”’ 











Write for free trial package 


(Continental (/offee COMPANY - CHICAGO % 


AMERICA’S LEADING COFFEE 
For Restaurants, Hotels and Institutions 
ROASTING PLANTS FROM COAST TO COAST 


For more information, use yellow postcard inside back cover. 51 








To add interest and flavor to food 


= About 12 percent of all hospital 
patients are on a salt-free diet and 
about 16 million persons in the 
country, on the advice of their doc- 
tors, are on a low-salt diet. 

Salt-free mayonnaise can be var- 
ied and enhanced by the addition of 
tarragon, marjoram, oregano or 
thyme. 

Salt-free bread can easily become 
garlic bread if brushed by melted 


unsalted butter to which some garlic 
powder has been added. 

Salt-free bread can be converted 
to cinnamon toast by adding a mix- 
ture of sugar and cinnamon (or nut- 
meg). 

Salt-free cottage cheese will be- 
come distinctive when dried chives 
are added. 

Melted salt-free cheddar cheese 
becomes a new taste experience 





DESIONE 


BY YOU 
FOR YOU 


MATCH-A-TRAY 
_ WORKS: 


a NEW 





with Match-a-Tray and more 


Match-A-Tray — 
hot items. 








Trays placed in 
corresponding hot 
and cold 
compartments. 


plus features than all others 
e@ Heavy Duty 1%, H.P. e Rugged corner bumpers 


compressor 
e Ice cream freezer 
@ Double oven doors 


e Ample vertical clearance 
e Two “Hot or cold” 
beverage containers 


e Increased work space e Toaster outlet 


e Six wheels 


e Utility drawer 


At serving point 
Match-A-Tray hot 





~ Meals-on-Wheels System 


Kansas City 30, Mo. 5023 East 59th Street 


Please send me your 1960 Electra catalog. 


Institution 
No. of floors - 
Street 


ix Bone. 


coe ieee oe 


items transferred to 
patient-tray. 


Tray delivered to 
patient — hot 
foods hot — 

cold foods cold. 





For more information, use yellow postcard inside back cover. 





when spiced by whole caraway 
seeds. 

Use fresh orange juice for the 
liquid in muffin batter and add a 
scattering of grated orange rind to 
the top of each muffin before bak- 
ing. 

Spread cranberry sauce over yel- 
low or white cake batter, before 
baking, for a built-in frosting. 

Add chopped fresh cranberries to 
cole slaw and other salads or use as 
a garnish. 

To creamed chicken, add green 
peas, sweet corn or mushrooms. 

Try serving creamed chicken on 
top of green spinach noodles. 

Mix a half teaspoon of pure va- 
nilla extract with the sugar you 
sprinkle over the apples in your pies. 

Add a half teaspoon of pure va- 
nilla extract to the sugar when beat- 
ing it into the egg whites for lemon 
meringue pies. 

After the tapioca pudding is 
cooled, stir in cooked cranberries, 
diced oranges, and pure vanilla ex- 
tract. s 


Food Editor Appointed 


™ SISTER MARY BRIGID has been ap- 
pointed the food service editor of 
HOSPITAL MANAGEMENT. Sister is a 
member of the Congregation of 
Saint Augustine and is Director of 


Sister M. Brigid, C.S.A. 


Dietary Service at St. Vincent 
Charity Hospital in Cleveland. 

She is internationally famous as 
an authority on food service and is 
recognized as an advanced thinker 
in the field of nutrition. 

In addition to being a qualified 
practicing dietition, Sister Brigid is 
also a teaching dietition at St. John 
College in Cleveland. 

It is with great pride that we wel- 
come Sister to the editorial family 
of HOSPITAL MANAGEMENT. Her advice 
and comments are eagerly sought 
after by everyone concerned with 
food service. . 2 
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* Recipes following 


Pineapple juice 

Hot or ready to eat cereal 
Scrapple 

Pecan coffee cake 


Consomme 

Roast duckling 
apple-celery dressing 

Dumplings 

Frozen asparagus 

Jellied cranberry ring 

Caramel nut sundae 


e 
Creole soup 
Escalloped potatoes with ham 


Normandy salad 
Fudge. bars 
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Bananas cream 

Hot or ready to eat cereal 
Poached egg 

Toast 


Breaded veal cutlet 
Mashed potatoes 
Harvard beets 

Fruit salad 

DeLuxe bread pudding 


Vegetable soup 
Broiled lamb pattie 
Cottage potatoes 
Tossed green salad 
Vienna tart 


Blended fruit juice 

Hot or ready to eat cereal 
3 minute egg 

Toast 


Swiss steak 
Franconia potatoes 
Creamy corn 
Tossed salad greens 
Cherry red pudding 


French onion soup 
Grilled bologna 
Spanish potatoes 
Wreath salad 
Danish custard 
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Tangerine juice 

Hot or ready to eat cereal 
Sausage pattie 

Brioche 


Vermont chicken pie 
Riced potatoes 
Radish buds - olives 
spiced crabapples 
Candied fruit bars 


Consomme 

Cubed steak 

Broiled potato slices 
Tossed salad greens 
Bing cherries 





Prune juice 

Hot or ready to eat cereal 
Omelet 

Toast 


Paprika chicken 

Chantilly potatoes 
Shredded carrots 

Ripe olives-celery curis 
Cranberry ice cream sundae 


Minestrone 

Frizzled beef on rusk 
Potato flakes 
Adirondack salad , 
Emerald floating island 


Fresh pineapple wedges 
Hot or ready to eat cereal 
Scrapple 

Cinnamon twists 


Salmon croquette-tomato sauce 
Watercress potatoes 

Peas 

Vegetable jackstraws 

Frosted fruit cocktail 


Deviled eggs—sardines 
on lettuce 
Deimonico potatoes 
Cole slaw 
Lemon meringue bread pudding 


Orange slices 

Hot or ready to eat cereal 
3 minute egg 

Toast 


Panned liver with bacon 

Parisienne potatoes 

Peas and carrots 

Shredded lettuce 

Steamed date pudding 
nutmeg sauce 


Corn chowcer 

Veal turnover with vegetab!es 
Tomato cucumber salad 
Pineapple cherry bavarian cream 


Fruit nectar 

Hot or ready to eat cereal 
Sausage links 

German coffee twist 


Roast turkey - gibiet gravy 
Honeyed yams 

Frozen brcccoli 

Cranberry sauce-olives 
Banana ice cream 


Bouillon 

%&Chile con carne 

Whole wheat bread and 
butter sandwiches 

Pineapple-cheese salad 

Iced graham crackers 





Grapefruit half 

Hot or ready to eat cereal 
Baked egg 

Toast 


Beef a la mode 
Oven brown potatoes 
Braised celery 
A-B-C salad 

Iced apricot tart 


Oxtail soup 
Canadian bacon 
Lima bean casserole 
Spiced peach salad 
Butterfly cup cake 


Pineapple wedges 

Hot or ready to eat cereal 
Shirred egg 

Raisin toast 


Liver creole style 
Franconia potatoes 
Green beans 

Red cabbage salad 
Mincemeat pudding 


Chilled fruit juice 

Spaghetti italienne with tiny 
meat balls 

Marinated cucumbers 

Pumpkin chiffon tart 


Grapefruit half 

Hot or ready to eat cereal 
Link sausage 

Pecan coffee cake 


Savory drumsticks 
Potato puff 
Harvard beets 
Pacific fruit salad 
Pumpkin cookies 


Alphabet soup 

Lamb pot pie - biscuit topping 
Cucumbers sour cream dressing 
Banana custard tart 


Apple juice 

Hot or ready to eat cereal 
Crisp bacon 

Kolaci 


Veal with dumplings 
Glazed sweet potatoes 
Corn and zucchini 
Lettuce tomato salad 
Peppermint tapioca 


Cream of asparagus soup 

Stuffed green pepper 

Green bean and celery salad 

Orange marmalade ice cream 
sundae 





Grape nectar 

Hot or ready to eat cereal 
Scrambled eggs 

Toast 


Panned perch tartar sauce 
Parslied potatoes 
Pimiento wax beans 
Endive tomato salad 
Candied broiled grapefruit 


Orange juice 

Hot or ready to eat cereal 
Omelet 

Toast 


Roast fresh ham 
Whipped potatoes 
Brussels sprouts 

Glazed apple salad 
Refrigerator cheese cake 


Frozen strawberries 

Hot or ready to eat cereal 
Scrapple 

Swedish rolls 


Broiled lamb chops 

Mashed potatoes 

Savory green beans 
Persimmon - pineapple salad 
Maple pecan ice cream sundae 


Blue plums 

Hot or ready to eat cereal 
3 minute egg 

Toast 











Roast round of beef 
Pan roast potatoes 
Broccoli, hollandaise sauce 


Apple medley salad 
Cabinet pudding 


_ wel- 
amily » « « e 













idvice Jungle soup Scotch broth Assorted cold cuts Hot roast veal sandwich 
ought Tuna fish noodie casserole Chicken shortcake * Hot potato salad Julienne potatoes 
4 Macedoine salad Piquant egg salad Fresh grapes *Ginger ale molded fruit salad 
with Frozen lemon cake Snowy brownies Fruit cake cookies Angel food pastries 


ra Hot cocoa 
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17 Dried fruit compote 18 Pink grapefruit half 19 Baked rhubarb 20 Kadota figs 

Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 
Poached egg Country sausage 3 minute egg Scrambled eggs 
Cinnamon toast Cinnamon bun Toast Toast 

































Braised short ribs of beef Curried halibut steak Chicken tetrazzni Golden crusted perch tartar sauce 







Golden brown potatoes Hash brown potatoes Frozen lima beans Butter crumb potatoes 
Pimiento wax beans Stewed tomatoes Vegetable salad mould Stewed tomatoes 
Carrot slaw Lettuce wedge herb dressing Brownies a la mode Shredded lettuce 








Caramel blanc mange Four fruit pudding Orange date ambrosia 





























Cream of corn soup Swiss potato soup Vegetable soup Clam chowder 

Cold roast pork Chicken sandwich au gratin Ham and cheese roll Deviled eggs—sardines on lettuce 
Macaroni au gratin Orange - cranberry salad Hash brown potatoes Delmonico potatoes 

Winter garden salad Egg nog tart Citrus fruit salad Cole slaw 

Apple pinwheel—lemon sauce Date torte Lemon meringue bread pudding 


















21 Stewed apricots 22 Fresh grapes 23 Baked rhubarb 94 Stewed peaches 
Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 
Poached egg on toast Crisp bacon 3 minute egg Shirred egg 

cream sauce Cornmeal puffs jelly Toast Toast 























Barbecued hamburger bun Blended fruit juice Grilled ham steak, hawaiian Fillet of lamb - currant jelly 







Shoestring potatoes Roast capon gravy Duchess potatoes Potato cakes 

Egg plant creole Bu. crumb noodles Peas Scalloped turnips 
Pickles relishes Creole celery Chinese cabbage salad Corn - pimiento relish 
Apple pan dowdy Cranberry orange mould Snow top apple Spiced peach 






Frozen egg nog 


















Dixie chowder Vegetable soup Parslied potato soup Potato chowder 

Braised tongue mustard sauce Stuffed tomato crabmeat salad Hot roast veal sandwich %Corned beef hash with 
Potato cakes Lyonnaise potatoes Frozen fruit salad poached egg 

Golden glow salad Krispy relishes Angel food pastries Tomato cottage cheese salad 
Frozen blueberries Fruit jumbles Fruited chocolate eclair 


















Tomato juice 2% Baked apple 277 Bananas cream 28 Sliced oranges 
Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 
Scrambled eggs Shirred egg Baked egg 3 minute egg 

Toast Raisin toast Toast Toast 

























ykEasy stuffed pork chops Mulled tomato juice Fish fillet amardine Cushion roast of lamb 
Duchess potatoes Roast loin of pork Pittsburgh potatoes Browned potatoes 









Brussels sprouts Brazil nut yam puff Mashed turnips Cauliflower au gratin 

Lettuce wedge Broccoli Cole slaw Lettuce russian dressing 

Baked apple Cherry waldorf salad Orange spice cake Pineapple - strawberry comrote 
Nesselrode pudding 






Bell cookies 
























Okra soup Fish chowder Lentil soup Hot vegetable juice 
Braised lamb shank Tomato cheese rarebit Kippered salmon egg salad Beef biscuit roll 







Spanish rice Spinach apple salad Cornbread sticks Peach bloom salad 
Tossed green salad Fruited gelatine pie Krispy relishes Chocolate layer cake 4 
Macaroons Cranberry sherbet 





















































; — 
Baked cherry rhubarb Cinnamon prunes Orange slices “ 
29 Hot or ready to eat cereal 30 Hot or ready to eat cereal 31 Hot or ready to eat cereal wit 
3 minute egg Scrambled eggs 3 minute egg Wit 
Toast Toast Toast 
She 
e e . Piri. 
d kidney pi Roast leg of veal Nun 
Roast Virginia ham English beef and kidney pie ‘oast leg of vea Be: 
Parsley ot balls Golden brown potatoes Maitre d’hotel potatoes Ove 
Paprika cauliflower Mexican salad Peas 2 ; pa 
Chiffonade salad Blueberry cobbler Lettuce 1000 island dressing e 
Mincemeat jelly roll Rolled apple dumpling Clez 
e J] 6 W 
Cream of celery soup Tomato bisque Julienne soup ’ Ww 
Shepherd's pie Chicken chow mein Macaroni and ham au gratin Stai 
Polka dot salad chinese noodles Hot biscuits jam ; 
i Butterscotch float Steamed rice Vegetable combination salad Staii 
| Toasted french bread Oatmeal cookies — 
Stuffed celery salad Carr 
Ambrosia — 
Oia. 
Stan 
Ship 
Price 
~<a 
Optio 
All 8 


Lamb Potatoes Cabbage 










Broilers and fryers Cranberries 







Dry beans Canned ripe olives Onions 
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QUIET AS SNOW! 


MODEL 733 


LAKESIDE IMPERIAL 
TRAY TRUCKS WITH 
EXCLUSIVE 
SQVUNGLIDE CASTERS 


Here’s modern rugged design at low cost. You’ll 
like Lakeside’s new Extra Heavy-Duty Imperial 
Tray Trucks with Springlide Casters (standard 
equipment on these models). This unique shock- 
absorbing caster provides a smooth ride that 
eliminates disturbing rattle and chatter... 
cushioning rides for dishes, trays and delicate 
instruments. 


All heavy gage stainless steel construction 
for long life. Stainless angle frame. Sound- 
deadening padding mounted to underside of 
each shelf. 


Ask your dealer for a demonstration today! 


LAKESIDESOU/GLIDE casters 


eliminate noise, shock and jar 


4 basic models to choose from 
SPECIFICATIONS 





With All Shelf Edges Down 


Model 745 


Model 733 


Model 760 


Model 762 





With 3 Edges Up, 1 Down 


Model 746 


Model 748 


Model 761 


Model 763 





Shelf Size 


21x33” 


21x33” 


21x49” 


21x49” 





Number of Shelves 


4 


6 


4 


6 





Overall Width and Length 


2146x3844" 


2146x3844" 


2146x544" 


2146x5444" 





Overall Height 


49¥7" 


54/2" 


49%6" 


5442" 





Clearance Between Shelves 
With All Edges Down 


1156” 


7Y2" 


115¢” 


7Y2" 





With 3 Edges Up, 1 Down 


1142" 


7Ya!" 


1142” 


7" 





Stainless Steel in Shelves 


18 ga. 


18 ga. 


18 ga. 


18 ga. 





Stainless Steel Angle Frame 


1x1x¥e" 


1x1x¥e” 


1x1x¥e” 


1x1x¥e" 





Carrying Capacity 


600 Ibs. 


600 Ibs. 


600 Ibs. 


600 Ibs. 





Oia. Caster Wheel, All Swivel 


5” 


5” 


5” 


5” 





Standard Bumper Equipment 


Legs & Hdle. 


Legs & Hdle. 


Legs & Hdle. 


Legs & Hdle. 





Shipping Weight 


92 Ibs. 


111 Ibs. 


129 Ibs. 


171 Ibs. 





Price F.O.B. Milwaukee 





$188.00 





$235.00 





$242.00 





$289.00 








Optional Equipment Available: Channel bumper 21x33” size, add $30.00; 21x49” size, add $35.00. 
All 8” Standard Heavy-duty Swivel Casters, add $26.00; 2-8” fixed and 2-8” swivel, add $23.00. 


LACS 3 L018 mee. ine. 


° Milwaukee 7, Wisconsin 
AMERICA'S CART HEADQUARTERS 


1974 S. Allis St. 
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Construction features and why 
you'll like them... 


1. Rear Spring — to absorb and elim- 
inate shock and noise. 


2. Off-center Wheel — to eliminate 
wheel vibration. and noise. 


3. Double-Ball-Race Swivel—to assure 
smooth, easy maneuverability. Close 
factory-adjusted tolerance means 
less noise in operation. 


Ball-bearing Axles — to guarantee 
quieter, easier handling. 


Replaceable Rubber Tires — for low 
cost, long-time maintenance. 


For more information, use yellow postcard inside back‘ cover. 55 








Selected Recipes From Preceding Menus 


Ginger Ale Molded Fruit Salad 
48 servings 





Ingredients Measure 





Gelatine, unflavored 34 ¢ 
Water, cold 
Syrup drained from 
fruits 
Sugar 
Salt 
Lemon juice, canned 
Ginger ale 
Pineapple tidbits 


Fruit cocktail, or fruits 
for salad 

Apples, diced 

Celery, thinly sliced 


Soften gelatin in cold water for 5 
min. 

_ Drain syrup from fruits and meas- 

ure 1% qt; add sugar, salt and lemon 
juice; heat to boiling; add softened 
gelatin and stir until dissolved; cool. 

Add ginger ale to gelatin; chill 
until syrupy. 

Add drained pineapple and fruit 
cocktail, apples and celery to gela- 
tin; pour into individual molds or 
shallow pans; chill until firm. 


Corned Beef Hash 25 Servings 
Wt or Amt 





Ingredients 


Corned beef 
Onions, finely 

chopped Wwe 
Garlic, crushed 1 clove 
Potatoes, boiled, 

chopped 3 |b 
Broth i pt 
Worcestershire sauce 14 oz 
Eggs, poached 25 
Tomato sauce 1 qt 
Worcestershire sauce 1 tbsp 





rump 


Remove fat from beef and chop 
fine. 

Saute onions and garlic in sauce- 
pan without browning; add corned 
beef, chopped potatoes and broth; 
blend well to distribute ingredients 
evenly; bake at 375° for 34 hr. 

Remove from oven, flavor with 
worcestershire sauce; taste for seas- 
oning. 

Before serving, individually brown 
each portion in a French skillet in 
a long pointed shape, like a French 
omelet; flip. over in pan to shape; 
brown on both sides. 


56 


To serve: tilt pan so as to touch 
serving platter; with a slight fur- 
ther twist of your wrist upward the 
finished product will land on the 
plate exactly where you want it. 

Place poached egg on top center. 
Decorate with border of tomato 
sauce spiced with worcestershire 
sauce. 


English Beef and Kidney Pie 
25 Servings 





Ingredients Wt or Amt 


Chuck of boned 
beef or rump 
Beef or veal 
kidneys 
Shortening 
Flour 
Onions, cubed 
Carrots, cubed 
Celery, cubed 
Garlic, crushed 
Beef broth 
Tomato puree 





number 2 
can 
Herb bouquet of 

leeks, celery, 

bay leaves, 

cloves, thyme, 

parsley 
Salt 
Pepper 
Worcestershire 

sauce oz 
Small white 

onions lb 
Mushrooms, 

sliced Ib 
Green peppers, 

diced c 
Potatoes, cubed lb 
Peas Ib 
Pie crust Ib 


Cut beef into 1% in cubes; re- 
move sinews and membrane from 
kidneys; cut into % in cubes. 

Brown beef and kidneys in skillet 
quickly; put in deep saucepan, 
sprinkle evenly with flour, brown in 
hot (450°) oven. 

Saute onions, carrots and celery, 
with the crushed garlic, to a golden 
brown; add to meat. 

Moisten with boiling beef broth 
to cover, while stirring; add tomato 
puree or sauce, and herb bouquet; 
season with salt and pepper; bring 
to a boil; cover and finish cooking 
in oven for about % hr. 

Remove from oven, correct seas- 
onings; add worcestershire sauce; 
prepare glazed onions, saute mush- 


rooms and peppers, combine with 
stew. 

Fill individual pie dishes with 
stew; add the fried cubed potatoes 
and a sprinkling of green peas; cov- 
er with pie crust and bake in hot 
oven. 


Easy Stuffed Pork Chops 50 Servings 
Amt and Wt 


Pork chops 50 =3=(% in thick) 
Soft bread cubes 7 qt (1% Ib) 
Chopped onion 1% c (6 oz) 
Poultry 
seasoning 1 tbsp 
Butter or 
margarine, 
melted c (1 lb) 
Hot water c 
Cream of : 
mushroom 2 cans (3-lb 
soup 2-oz size) 
Milk 3 e 





Ingredients 





Brown pork chops; arrange in 2 
baking pans (12” by 18” by 2”). 

Combine bread cubes, onion, but- 
ter, water and seasoning; mix 
thoroughly. 

Top each chop with a scoop 
(number 30) of stuffing (about 2 
tbsp). 

Blend soup and milk; pour over 
all. 

Bake in a moderate oven (350°) 
for 1 hr or until chops are tender. 


Chili Con Carne 50 Servings 
Amt and Wt 
% ec (2 oz) 





Ingredients 





Shortening 

Finely chopped 
onion 3 

Garlic, mashed 12 


ce (1 lb) 


large cloves 


Ground beef 2 

Chili powder Yq 

Salt 

Red pepper 

Black pepper 

Tomato soup 

3-0z size) 
qt (3 no. 10 
cans) 


Red kidney 
beans, cooked 


Melt shortening in a heavy pan; 
add onion, garlic and beef; brown 
lightly. 

Add seasonings, soup and beans. 

Cook slowly about 30 min, stirring 
occasionally. ei 
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O IN A NUCLEAR war there are sev- 
eral general situations under which 
an Army operating in the field might 
receive considerable radiation in- 
jury. Anti-radiation agents, there- 
fore, merit consideration. The radia- 
tion from a nuclear detonation and 
fireball is emitted _ sufficiently 
promptly that an anti-radiation pill 
taken by mouth would not be effec- 
tive unless sufficient warning had 
been given so that the pill could be 
taken in advance. In a military sit- 
uation nuclear detonations might be 
anticipated, thereby allowing the 
use of chemical preprotection, but 
even in cases where such detona- 
tions were not expected an anti- 
radiation agent would still be use- 
ful, especially if the attack involved 
large weapons producing fallout. In 
fact, the incapacitating effect of the 
burn and blast injuries associated 
with large weapons is sufficiently 
great that the immediate radiation 
injuries) suffered by exposed popu- 
lations are a relatively minor aspect 
of the effect of large weapons. 
For personnel who are protected 
by shelter and therefore probably 
warned of an impending attack, the 
use of an anti-radiation agent is 
obviously of much greater value. 
Weapons producing fallout which 
covers large areas and persists for a 
long period of time would also have 
a profound tactical and medical in- 
fluence. Such fallout injuries are 
due purely to radiation; reduction 
of radiation could therefore result 
in an effective increase in survivors. 


The authors are with the Division of Nu- 
clear Medicine, Walter Reed Army Institute 
of Research, Washington, D. C. 

Presented at the 67th Annual Convention 
of the Association of Military Surgeons of 
the United States, Washington, D.C., No- 
vember, 1960. 


The Pharmacy Alumni of Jeffer- 


son Medical College Hospital held 
their Annual Luncheon in _ the 
Shoreham Hotel, Washington, D.C., 
August 15th. This luncheon is held 
every year during the Annual Meet- 
ing of the American Pharmaceutical 
Association and the American Soci- 
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Anti-Radiant 


pharmacy 


by Daniel F. Moravec, M.Sc. 


Drug Development 


by David P. Jacobus, M.D. and 


Michael P. Dacquisto, Major, M.C., USA 


The Army Medical R and D Com- 
mand has initiated a drug develop- 
ment program, similar to that under 
which anti-malarial drugs were de- 
veloped, in order to find an anti- 
radiation agent useful for protecting 
man against radiation injury. The 
goal of this program is not to de- 
velop an agent more effective than 
those already available. Rather, it is 
directed toward the reduction of 
toxicity by standard techniques of 
drug development. We are, there- 
fore, not searching for agents which 
will operate by a new principle. 
During the past year new agents 
have been synthesized which do of- 
fer protection to mice at levels well 
below the maximum amount toler- 
ated. We are in the process of eval- 


ety of Hospital Pharmacists as an 
informal meeting and social gath- 
ering and to honor guests for their 
contributions to Jefferson’s Hospital 
Pharmacy Administration Program. 
This year the special guests were 
Dean Linwood Tice, Dr. Kenneth 
Avis, Sister M. Gonzales, Sister M. 


uating these new agents in large 
animals but have no data for these 
as yet. The first mixtures used in 
dogs caused about a ten percent 
acute mortality from the drugs 
alone. The latest mixtures to be 
described shortly are nonlethal and 
a dog under their influence is able 
to walk around and do mild exer- 
cise. While we are making. progress, 
we are not yet ready to administer 
these agents systemically to people. 

At the start of the Army program 
about 1,500 compounds had been 
evaluated for possible anti-radiation 
action, mainly by the USAF Radia- 
tion Laboratory. Of this number the 
best were the 56 having a potential 
sulf-hydryl group two or three car- 
bons aliphatically removed from 


sae. Roan. SN 


Florentine, Sister M. John, Mrs. 
Evlyn Gray Scott, Clifton Latiolais 
(A.S.H.P. President) and wife, Jo- 
seph Oddis (A.S.H.P. Secretary), 
Jack Heard, (past Vice President of 
A.S.H.P.). 








some alkaline nucleus. Accordingly, 
the Army Anti-Radiation Drug 
Development Program has limited 
itself to this series. Approximately 
160 specific types have been re- 
ceived along with 400 related com- 
pounds and 300 miscellaneous com- 
pounds. Forty-six percent of the 
specific compounds have shown sig- 
nificant activity. We feel this is a 
good percentage for a development 
program. 


Effectiveness 


The present effectiveness in dogs 


of these chemicals against radiatisn——+ 


injury is indicated after exposufe 
to 3 mev x-radiation delivered 

100 to 200 roentgens per minute. All 
dogs surviving more than 60 days 
are still alive. The first dogs were 
protected 27 months ago. Judging 
by the percentage of survivors and 
the average survival time, the dogs 
receiving the chemical. protection 
were provided with at least a 50 
percent reduction in the amount of 
“injury which the control dogs sus- 
tained. Although it might appear 
from a superficial inspection of the 
data that a greater reduction in 
radiation injury was provided by 
the chemicals, there are so few ani- 


mals involved in the test that we 
feel reluctant to claim a greater de- 
gree of protection. The chemicals 
used to protect these dogs were all 
given intravenously. The survival 
time data is a composite of the re- 
sults obtained from several differ- 
ent mixtures of protective drugs. 
These mixtures contain at least two 
mercaptans plus a methemoglobin- 
producing agent and a cytochrome 
oxidase inhibitor originally discov- 
ered at the USAF Radiation Lab- 
oratory in Chicago. The protective 
mixture used to obtain most of our 
data was a combination of p-amino- 


/propriophenone 5 mg/kg and p- 
| hydroxydiphanl 10 mg/kg _ intra- 
f venously one hour before radiation 


followed by a mixture of mercapto- 
ethylamine 100 mg/kg and cysteine 
300 mg/kg just before exposure. No 
dog has died from the above mixture 
of chemicals, but they certainly suf- 
fer observable side reactions, the 
most important being emesis, hy- 
peractivity, methemoglobinemia and 
some hypotension. It is with the ex- 
pectation of eliminating these side 
effects that the Army program has 
been established. 

The lengthening of the effective- 
ness of the anti-radiation agents re- 
ported above is an additional prob- 


lem which also must be solved be- 
fore a widely useful agent is avail- 
able. We feel we would be able to 
solve this quite easily in compari- 
son with the problem of reducing 
the toxicity of the agents by such 
techniques as slow release pills and 
the addition of lipophilic groups. 
Our present agents are effective by 
mouth in mice and dogs for only 
four or five hours. I would like to 
point out that compounds which are 
effective for only this short period 
of time would still be useful if taken 
just before entering an irradiation 
area. 

We would like to emphasize that 
while our goal is virtually complete 
absence of toxicity to insure the 
most useful military application of 
these agents, lesser degrees of suc- 
cess in reducing toxicity will also 


solve important military problems. © 


In general, the risk of impending 
radiation exposure is directly re- 
lated to the amount of toxicity that 
is acceptable. When exposure is cer- 
tain, heroic treatment countermea- 
sures may be life-saving in spite of 
temporary acute morbidity. On the 
other hand, when the risk of ex- 
posure is minimal one is reluctant 
to advise treatment which will lead 
to certain morbidity. cf 
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on the pathogenesis 
of pyelonephritis: 


“An inflammatory reaction here [renal papillae] 
may produce sudden rapid impairment of renal 
function. One duct of Bellini probably drains more 
than 5000 nephrons. It is easy to see why a small 
abscess or edema in this area may occlude a por- 
tion of the papilla or the collecting ducts and may 
produce a functional impairment far in excess of 
that encountered in much larger lesions in the 
cortex.” 

The “exquisite sensitivity”? of the medulla to 
infection (as compared with the cortex), highlights 
the importance of obstruction to the urine flow in 
the pathogenesis of pyelonephritis. “There is good 
cause to support the belief that many, perhaps 
most, cases of human pyelonephritis are the result 
of infection which reaches the kidney from the 
lower urinary tract.” 
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Nursing Personnel Needs 


by Don L. Arnivine 


Administrative Assistant 
University of Colorado Medical Center 
Denver Colorado 


® ONE OF THE INHERENT and consist- 
ent problems of management is the 
utilization of personnel. This prob- 
lem is particularly important in hos- 
pitals where personnel costs make 
up about 70 percent of the operating 
cost and the patient charge. The 
hospital administrator, as a part of 
his responsibility, must insure that 
the hospital is adequately staffed to 
provide the proper quality of serv- 
ice in an efficient manner, but not 
over staffed in any respect since the 
resultant cost would be an unfair 
charge to the patient. Both of these 
factors have to be constantly con- 
sidered and brought sharply into 
focus when a request for additional 
personnel is made in any area of the 
hospital. 

These points were recently illus- 
trated when we were asked for ad- 
ditional personnel for the operating 
room. The request immediately 
raised two questions. Are the pres- 
ent personnel being used to best 
advantage? How can we justify ad- 
ditions? 

Similar requests from Nursing 
Service had been decided by use of 
the chart for ward staffing which 
had been used to compute and jus- 
tify nursing personnel needs for 
several years. The American Hos- 
pital Association and the National 
League for Nursing have estab- 


*Hospital Nursing Service Manual, 1950. 
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NURSING 


for the Operating Room 


lished a standard hours of nursing 
care per patient in a 24 hour period 
by type of service.’ The ward chart, 
which had been developed by ad- 
ministration, uses these standards to 
compute the number of personnel 
required. Essentially the formula is 
as follows: 

average patient census on each 
service x standard hours of nursing 
care for that service + 8 hour day 
= total number of nursing person- 
nel required. 

At this point the hospital must de- 
cide the ratio of professional per- 
sonnel to non-professional person- 
nel and divide the number accord- 
ingly. 

After learning that similar stand- 
ards had not been developed for 
operating rooms, we decided to de- 
velop our own standards and chart 
them so that the present situation 
could be evaluated and so that the 
immediate need, if one existed, 
could be justified. In addition to this, 
we wanted to provide a means of 
control for future personnel utiliza- 
tion in the operating room. 

The intent was to make it com- 
patible with the ward staffing chart 
so that it would be familiar to the 
people using it and have the same 
meaning. The information required 
to do this is as follows: 

total number of operations in a 
year, 

operations per day (A + 260 
working days), 

average operating time, 

hours of nursing service personnel 
time per hour of operation, and 

recovery room hours (The re- 
covery room is staffed by the op- 
erating room). 


The total number of operations 
was obtained from operating room 
records and the Medical Records 
department. The average operating 
time was computed statistically 
from the operating room record 
book. “Set up” time and “clean up” 
time were added to the average. 
The hours of nursing service re- 
quired per hour of operation is the 
crux of the formula. This is the 
equivalent factor to the standard 
hours of nursing care per patient 
that appears on the ward staffing 
chart. In the absence of established 
standards, we surveyed our own 
situation and arrived at 2.5 hours of 
nursing service personnel time re- 
quired for each hour of operation. 

All of the preparatory work, clean 
up, sterilizing, transporting of pa- 
tients and all other contributory ef- 
forts were measured and a time 
value assessed to each. The total of 
this time divided by the total num- 
ber of operating hours indicated 
that, on the average, an hour of 
auxiliary type work was required 
for each operating hour. For each 
hour of operating time, an hour of 
“scrub nurse” time is required, plus 
a “circulating nurse,” which added 
another half hour to the total re- 
quirement. The 2.5 hours are broken 
down as follows: 


ancillary type work per 
operating hour 

scrub nurse time per op- 
erating hour 

circulating nurse time per 
operating hour .5 hour 

Total nursing personnel 
time per operating 
hour 


1 hour 


1 hour 


2.5 hours. 
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Chart 1. Estimated Nursing Service Personnel Requirements to Staff Operating Room for 1958-1959 and 1959-1960 





Hours of 
nursing Recovery Ratio 
service room hours — 
required per (44 of cases) Number of 60% 
hour of at 4 hour personnel 
operations average needed 
23.8 14.2 9.5 





Operations Average 
per day _ operating 
(260) time 


4 hrs. 2.5 +40 


1958-1959 
Operations 


3850° 15 
1959-1960 


46767 18 4.5 2.5 48 31. 18.8 12.6 


Professional professional 








7Actual 1958-1959 total. 
"Estimated 1959-1960 total. 


Chart 2. Estimated Nursing Personnel Requirements to Staff Operating Room for 1958-1959 





Required 
nursing service 
personnel 


based 60% 40% 


Hours of 
nursing service 
required 
Available per hour 
Operating operating of operating 


Reguired 
hours of 
nursing 
service 





Non- 


Unit time time 


on 
8 hr. shifts 


Professional professional 








OR | 10° 2. 
OR Il i x 
OR Ill 10 

OR IV 9 

OR V 10° 

‘’ Cysto 5 

Cast 5 

Recovery 

Room 





Total 


Requirement 60 2.5 





*Slack for ER and Saturday 


*Based on an estimated load of 10 major operative cases per day averaging 4 hours each. 


In our particular hospital the re- 
covery room is staffed by the op- 
erating room personnel. A statistical 
sample was done which determined 
that 66 percent of the operative 
cases were sent to the recovery room 
and were cared for there for an av- 
erage of four hours each. 

The ratio of professional to non- 
professional personnel was decided 
by the standard, 2.5 hours per hour 
of operation. It was shown in the 
breakdown of this time that 1.5 
hours was R. N. time and 1 hour 
was nonprofessional. The percentage 
ratio of these times equals 60 per- 
cent professional and 40 percent 
nonprofessional (chart 1). 

Operations for the year divided by 
260 (scheduled working days) 
equals 15 per day. Average opera- 
tions per day times average operat- 
ing time, four hours, times 2.5 
hours required per each operating 
hour, plus recovery room require- 
ment of 40 hours, equals 190 hours 
of nursing personnel time needed 
per day. 190 divided by the 8 hour 
work day equals 23.8, which is the 
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total number of personnel needed. 
Vacation time is budgeted in this 
specific account; therefore, no pro- 
vision was needed. It could easily be 
added by converting the total vaca- 
tion time into full time equivalents. 

In the projected need for 1959-60, 
an increased surgical program was 
planned which would increase the 
number of operations to 4,676. This 
volume was charted and depicted 
the need for 31.4 people. 

By making these computations 
and charting them we felt assured 
that our present complement was 
not in excess of the need, and with 
an increased program that would 
more fully utilize the operative 
suite, we could justify personnel ad- 
ditions. 

We realized that total personnel 
requirements and the practical ap- 
plication are quite a different thing. 
To show the utilization of the re- 
quired personnel in relationship to 
the Operating Room schedule, we 
developed chart 2. The intent of this 
chart was to show how this comple- 
ment of personnel could be used to 
staff the operating rooms’ schedules. 


Column one shows the operating 
unit to be staffed. Column two 
shows the available hours per day — 
for each unit. These hours times the 
standard, 2.5, shows the daily need © 
per unit horizontally and the daily 
need for the Operating Room by | 
vertically adding column four. 

The main value of this chart is to 
show the available hours with the — 
personnel complement and can also © 
be used to show the effect of in- 
crease in hours irrespective of any © 
increases or decreases in the num- 
ber of operations. 

The ward staffing chart can only | 
be a guide due to the variable na- © 
ture of nursing needs. During any © 
one day period a patient may well | 
receive more than the prescribed — 
standard of nursing hours and as 
the patient progresses he may need — 
less. The same is true with these © 
formulas and charts for operating | 
room staffing, but they can serve | 
well as a guide and can provide us © 
with the answers to the questions 
when we evaluate utilization of per- — 
sonnel and the need for additional © 
people. as 
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Improved Work Methods 


by A. A. Igel 


Director of Purchasing 
A. S. Aloe Company 
St. Louis, Missouri 


P reviously we have talked* in 
terms of new products that have 
been developed to increase efficien- 
cy in central service operation. Now 
let’s tackle the subject from an- 
other angle. Business corporations 
are continually looking at and de- 
vising means and methods to simpli- 
fy and improve the every day work 
load. 

The Management Engineering 
Department of Jewish Hospital, St. 
Louis, made a very thorough re- 
search of their Central Supply De- 
partment. This has involved de- 
tailed studies of all activities of the 
department, that is, needle, syringe, 
rubber glove processing, and op- 
erating department linen folding, 
packaging and assembly. Also, it 
has involved studies of activities 
which at the time were not func- 
tions of the department, but since 
have been integrated into its rou- 
tine work, that is, delivery room 
and nursery linen folding, packing 
and assembly; and preparation of 
irrigating solutions. Finally, stand- 
ards have been developed as con- 


*Contributions of Research to Central 
Service Methods by A. A. Igel, p 91, 
December, 1960 
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trols of the performance of the de- 
partment. Examples of such stand- 
ards are the changed department 
layout, personnel master and func- 
tional schedules, job descriptions, 
and standard methods and pro- 
cedures. I’m going to give you a 
summary of these studies and then 
elaborate on some of the more im- 
portant ones. 


Summary Of Results 


1. When the study began, there 
were 19 persons on the payroll, in- 
cluding the supervisor. After com- 
pletion of the study we find that 
16 persons are needed, including the 
supervisor, making a net reduction 
of 3 persons. 

2. There is an annual net per- 
sonnel savings of about $6,500.00. 
The amount budgeted for the 19 
persons was $40,869.00; the amount 
contemplated to be spent on the 
16 persons is $34,322.00, leaving a 
saving of $6,547.00. 

3. The total first year’s savings 
are an estimated $9,400.00, while 
the second and subsequent years’ 
estimated savings are $8,100.00. 

4. A functional personnel master 
schedule has been developed. 

5. A flexible personnel control 
system has been developed which 
will aid in determining staffing re- 
quirements as workloads fluctuate. 


Please turn to page 68 


Happenings 
‘Cross Country 


By the time you read this, our 
institute will be past history. But 
because of the intricacies of pub- 
lishing, we must have all our copy 
in early. We will bring you a report 
of the institute in our next news- 
letter. From all aspects though, at 
this time, it looks as though it is 
going to be a big success — we 
have applicants all the way from 
California, Canada, South Dakota 
and North Carolina. It seems that 
all sections of the country are well 
represented. The board of directors 
is pleased indeed with the response 
to our second institute. 


Another Addition 


We are pleased to announce an- 
other local group — The Central 
Service Group of Greater Denver. 
They are a most welcome addition 
to our Association and we are happy 
to have them join us. We will tell 
you more about this group and their 
plans for the future in another 
newsletter. 


Vacations — Good or Bad? 


Our national secretary, Esther 
Abbott of the Chicago Wesley Me- 
morial Hospital, took a vacation just 
recently and traveled down to Trin- 
idad. Upon her return to work, it 
was found she had brought back a 
tropical germ with her. She has 
been hospitalized and in isolation 
to boot for the last month. At this 
point, Esther is doubtful if vaca- 

ons are really such a good idea. 
We are pleased to report that Esther 
is still a little weak, but is pro- 
gressing nicely and is expected to 
attend the institute for a short time. 
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Lillian Sink, our institute coordi- 
nator, will be unable to attend the 
institute. Lillian must report to the 
hospital and may have to undergo 
surgery. Our thoughts are with you 
Lillian! 


Old Faithful 


With Lillian Sink becoming ill we 
had to find an institute coordinator 
for the forthcoming meeting. There- 
fore, we were fortunate to be able 
to call on Mary Helen Anderson, 
the founder of our Association. Al- 
though Mary Helen has received 
her degree in hospital administra- 
tion and is progressing up the lad- 
der by leaps and bounds — we hope 
our Association is still her pet 
project. At least we would like to 
think so. 


Meeting of Board of Directors 


On December 1, there is to be a 
meeting of the board of directors of 
your Association. Final approval 
will be given to the outline for the 
manual and .the site of the next 
institute will be discussed. We may 
hold the next institute in your city, 
so watch for details! The Board of 
Directors will have a busy time try- 
ing to cover the agenda in the time 
allotted. 


Membership Growth 


From the foregoing you can see 
that our Association is growing 
rapidly. Last month the Association 
added 31 new members. We hope 
that every member will strive to 
bring in a new member to help 
raise our membership. We are off 
the ground now and things look 
very rosy indeed. 

Looking forward to being with 
you again next month! 





Membership applications may be 
had by sending your request to 
NATIONAL ASSOCIATION 
of C. S. PERSONNEL 
Box 1634 
Chicago 90,. Illinois 





Don’t Forget to Attend the An- 
nual Convention May 4-5, 1961, 
Morrison Hotel, Chicago, Illinois. 
Only members are invited to attend 
our convention so join now! 
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6. An inventory control system 
has been developed so as to control 
the ordering, storage and issue of 
all supplies, and should result in 
an annual saving of $1,500.00 to 
$3,760,00. 

7. A study of autoclaving capaci- 
ties indicates the need for the third 
large autoclave provided for in the 
building plans. 

8. The cost of dispensing hypo- 
dermic syringes and needles has 
been established so as to make com- 
parisons with disposable units which 
have been appearing on the market. 
They have found that their per use 
costs range from about $.07 to about 
$.12, depending on sizes of syringe 
and needle used. The least expen- 
sive disposable unit sells for about 
$.11, which would compare to our 
$.07 cost. 

9. The layout of the Department 
was altered to provide separate 
sterile and non-sterile storage and 
work areas; straight line flows of 
work to eliminate back-tracking, 
excessive walking, and possibility 
of contamination of sterile goods; 
separate windows for dispensing 
sterile supplies and the return of 
soiled supplies; and an increase in 
bulb equipment storage space utili- 
zation of about 26 percent. 

10. Provision for processing de- 
livery room and nursery linens, 
packs, and sets (a new function 
which has been absorbed with no 
increase in personnel). 

11. Provision for preparation of 
irrigating solutions and_ distilled 
water for the pharmacy with no in- 
crease in personnel requirements. 

12. Transfer of washing and dry- 
ing of rubber gloves from central 
supply to the laundry. This has re- 
sulted in. a better quality product 
and the release. of a small amount 
of central supply personnel time. 
This has been accomplished easily 
with the existing laundry personnel 
and equipment. 

13..A hypodermic needle cleaning 
machine is now in use which has 
resulted in time saved equivalent 
to one-half of one full time person. 

14. Simplification of clerical rec- 
ords which has reduced the time of 
the supervisor in maintaining these 
records by better than 75 percent. 

15. Reduction in inventory of in- 
travenous solutions carried in stock 
from an average of about $2,400.00 
to an average of about $630.00. 

16. Disposal of almost $1,100 val- 
uation of obsolete intravenous solu- 
tions. 


17. An improved packaging and 
processing procedure for hypro- 
dermic needles resulting in a proc- 
ess which is faster, easier and more 
economical than the older method. 

18. An improved method of pack- 
ing catheters for autoclaving which 
cuts the cost of packaging supplies 
in half and reduces the labor about 
50 percent. 


Personnel Considerations 


The department layout, flow proc- 
esses, and methods had to be in- 
vestigated thoroughly before it was 
possible to develop a staffing pat- 
tern. After thorough investigation 
of all activities and redesign of lay- 
out and methods on a functional 
basis, standard methods and stand- 
ard times were developed to form 
the basis of the new staffing pat- 
tern. 

When the study began, exclusive 
of the supervisor, there were 19 per- 
sonnel, consisting of 5 oxygen tech- 
nicians and 14 aides. They can now 
perform the work of the depart- 
ment with a total of 15 employees, 
and the supervisor, 4 oxygen tech- 
nicians and 11 aides. 


Master Schedule 


Master Functional — Personnel 
Schedule, lists all 15 job operations, 
the scheduled hours of work and 
the functions of each position. Mas- 
ter Personnel Schedule shows the 
scheduled hours of work for each 
position and allows spaces for in- 
sertion of names and dates. This 
form will be used by the depart- 
ment supervisor for scheduling pur- 
poses each week. He will insert the 
dates and the names of employees 
filling each position. For the follow- 
ing week he merely shifts the names 
which in effect allows different 
schedules and days off for the per- 
sonnel; but provides the proper 
functional coverage. 


Glove Processing 


Rubber gloves previously had 
been washed, dried, powered, 
wrapped and autoclaved in central 
supply. Now the dirty gloves are 
bagged in central supply and sent 
to the laundry where they are 
washed and dried. They are then 
returned to central supply for the 
balance of the processing. 


Needle Processing 
Hypodermic needles previously 


had been returned from the floors; 
soaked in a detergent solution; 


HOSPITAL MANAGEMENT 



































sent 


then 
the 


yusly 
0Ors; 
tion; 


AENT 


washed and cleaned by hand; needle 
construction tubes were washed in 
the syringe washer machine; nee- 
dles were inspected, sharpened, in- 
serted into constriction tubes; con- 
striction tubes plugged with cot- 
ton; and then the units were baked 
for four hours to make them sterile. 

Now needles are washed in a 
needle cleaning machine which has 
reduced the time for this operation 
from about four to five man hours 
daily to about one to two man hours 
daily. Glass needle constriction 
tubes are no longer used; instead 
small nylon containers called needle 
tainers are now used. The completed 
units can now be autoclaved for 30 
minutes instead of the four hour 
baking process necessary for use 
with the constriction tubes. 


Catheters 





The method of packaging cathe- 
ters preparatory to autoclaving was 
changed so as to simplify the labor 
involved. At the same time there 
was a small economy in packaging 
supplies. 











Irrigating Solutions 


Since the preparation of irrigat- 
ing solutions is a new function of 
the department, the equipment in- 
stalled by the contractor had to be 
adapted to serve the _ hospital’s 
needs. Therefore, a standard method 
and standard time were developed. 
In addition, central supply began 
making distilled water for use 
throughout the hospital, thereby 
eliminating the purchase of distilled 
water by the pharmacy at an an- 
nual saving of over $800.00. Rec- 
ommendations were made for the 
disposal of certain equipment in the 
Solution Preparation Room which 
probably will not be used. 

















Obstetrical Linen: 






The processing of OB linens, an- 
other added function, was studied 
prior to the move to central supply 
to determine what staff would be 
needed, based on the standard meth- 
od to be used in central supply. OB 
linens are actualy the linens used 
in the newborn nursery, plus all 
packs and sets used in the delivery 
room suite. Previously the nursing 
department personnel processed all 
these linens on the OB floor. But 
they had inadequate autoclaving 
and storage facilities, and the work 
was spread over three shifts as a 
fill-in to the main work of the nurs- 
ing division, that of tending to the 
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needs of the patients on the floor. 
Now the processing of OB linens 
and the processing of OR linens is 
located physically within the same 
general area, allowing economies in 
personnel, linens, supplies, and ease 
of supervision. 


O, Therapy Section: 


When the study began, five tech- 
nicians were being used to cover 
24 hours a day, seven days a week. 
A work sampling study was used 
to determine what work was being 
performed and how much time was 
expended on each category. It was 
found that an average of 46 percent 
of the oxygen technicians’ time was 
available to be utilized in routine 
activities of the department, and at 
the same time one less technician 
was needed. Thus, four technicians 
could cover 160 hours per week with 
one eight hour shift left over. This 
extra shift was then rotated amongst 
the men. Thus, every fourth week, 
each man would work six days that 
week instead of the usual five days. 


Inventory Control System: 


A kardex-type inventory control 
system was developed early in the 
study for the control of supplies. 
In conjunction with the kardex sys- 
tem, all supplies were relocated into 
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locked cabinets. The ‘supervisor 
maintains control over all supplies 
and the recording of additions and 
withdrawals of supplies. When he 
is off duty the oxygen technician on 
duty assumes this responsibility. 
This system should minimize in- 
ventory investments, force the dis- 
posal of obsolete items, prevent 
current items from becoming obso- 
lete, allow sufficient time for re- 
order, make monthly reports more 
accurate, and save a certain amount 
of supervisory time. 

Briefly what did this survey ac- 
complish? Well, they estimate a 
savings of approximately $8,100.00 
in salaries and materials plus some- 
where between $1,500.00 and $3,- 
750.00 as a result of the inventory 
control system. This adds up to 
let’s say, $10,000.00 per year in 
round figures. Along with this, of 
course, they have ended up with 
a more efficient and simplified op- 
eration. 

Research will continue individ- 
ually and collectively. We are dedi- 
cated to a policy of bringing you 
not merely improved solutions but 
new products created through a 
basic study of the problem. We have 
and always will rely on you to con- 
sult with us on such problems; as 
packaging, products, supplies and 
techniques. We are most anxious 
to serve you. B 
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I nould like to know... 


Disposable Needles 


We are planing a new c. s. depart- 
ment and would like to know if you 
would advise us to use disposable 
needles entirely instead of investing 
in a needle cleaner which we do 
not have at present? 


In my opinion, your using or not 
using disposable needles should not 
be the deciding factor in your pur- 
chase of a needle cleaner. Unfor- 
tunately, I do not think that any 
needle cleaner on the market today 
does an adequate job. In addition, 
the labor involved in its operation 
does not make purchasing one seem 
worthwhile. 

The use of disposable needles or 
any disposable item will depend 
entirely on proper distribution con- 
trols and the cooperation of those 
departments and units utilizing this 
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equipment. Granted, everyone likes 
disposable items because of their 
convenience; but in most instances, 
the fact that they are disposable 
leads to their indiscriminate use; 
and before long, you are buying 
much more than should be neces- 
sary in order to meet the demands. 
There are quite a number of hos- 
pitals losing extraordinary amounts 
of money on disposable items be- 
cause they are misused. I am not 
against disposables, but I do think 
we are going overboard on them at 
the present time. Until all those who 
use them can be educated properly, 
I think a little conservatism should 
be exercised in the purchase of dis- 
posables. 

Everyone wants to climb on the 
progress bandwagon when new 
methods or materials become avail- 
able. They readily adopt a new 
procedure without adequately ex- 
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amining all the factors involved. 
When they find it is not as econom- 
ical or desirable as first imagined, 
they still use it because they do 
not know how to convert back to 
their original system (or they are 
afraid to admit they made a mis- 
take). 

There are many disposable needles 
on the market today, which bear 
the name of respected manufac- 
turers, but are not as good in qual- 
ity as hand sharpened needles. Until 
we are able to correct these inade- 
quacies, I recommend we proceed 
with caution. Perhaps someday, our 
National Association will have a 
standards committee to test the 
feasibility of new procedures as well 
as the quality of new supplies and 
equipment. This will eliminate the 
necessity of our having to make 
individual decisions in these mat- 
ters after a period of trial and error. 
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4 4-way purification 
6 never needs cleaning 


NEW FEEDBACK PURIFIER STILLS 
. combine condensation, ion ex- 
change, organic removal and distillation 
to produce higher purity water than any 
other single Still. Boiler steam is first 
used for heating the evaporator water. 
Then it is cooled and passed through an 
ion exchange column. Here scale form- 
ing hardness is removed so that it can- 
not collect on evaporator walls or steam 
coil. Boiler treatment amines are also 
removed by ion exchange up to concen- 
trations of 3 ppm. Next, condensate 
passes through an organic removal 
column which takes out oil droplets and 
objectionable odors. Pretreated conden- 
sate then enters evaporator as feedwater. 
This extremely efficient system is inex- 
pensive to operate since each pair of 
cartridges lasts several months. 


STILL CLEANING ELIMINATED 
No valuable time taken to clean Still 
and pyrex bottles because scale can’t 
form on evaporator walls or coil. Still 
stays in service for months without main- 
tenance even in hardest water areas. 
Hospitals report that even after 16 
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4 higher purity distillate 
4 completely automatic 


months’ continuous service the Still re- 
quired no cleaning. 


HIGHER PYROGEN FREE PURITY 
Because the new Barnstead system 
combines four purification methods, 
water produced is purer than that pro- 
duced by any other single Still. Total 
solids content is 0.2 ppm maximum. 
(specific electrical resistance 800,000 — 
2,000,000 ohms.) this purity is more 
than adequate for all hospital uses in- 
cluding exacting laboratory research. 


FULLY AUTOMATIC CONTROLS 
Controls automatically start Still when 
water in storage tank drops to a pre- 
determined level, stop Still when tank 
is full again. As long as the Level Moni- 
tor on the storage tank calls for water, 
the Still continues to operate. Thus, your 
distilled water supply is replenished dur- 
ing non-use hours without supervision 
and a full tank of pure distilled water 
is available to begin each day’s operation. 


EXTRA PURITY PROTECTION 
Barnstead Ultra-Violet equipment (a) 





4 purity protected in storage 
§ greater storage capacity 


protects distilled water against bacteria 
for at least 30 days and (b) kills ‘bac- 
teria introduced into tank. The Barn- 
stead Ventgard filters out all airborne 
impurities down to 0.2 micron... and 
removes all types of bacteria and par- 
ticles as well as carbon dioxide and other 
gases. 
= WATER ALWAYS ON 

New Barnstead fully automatic Still 
continuously replenishes pure water sup- 
ply 24 hours a day without attention. 
Even though distilled water supply is 
depleted at day’s end, the storage tank 
is filled again automatically before the 
beginning of the next day with sterile, 
pyrogen free distilled water. Thus hos- 
pitals have ample supply of distilled water 
even during peak use periods. 

Write for Bulletin #162 describing 
Barnstead’s new and better way to pro- 
duce and store distilled water. 


Barnstead 


STILL AND STERILIZER CO. 
00 Lanesville Terrace, Boston 31, Mass. 


For more information, use yellow postcard inside back’ cover: 73 











CENTRAL SERVICE 


by Mary Helen Anderson, R.N., M.S.H.A. 


Taking Professional Inventory 


® TRADITIONALLY, January is the 
month for taking inventory of stock 
in almost every industry, including 
the hospital “industry.” Many Cen- 
_ tral Service people will be more or 
less harassed with the requests for 
counting of supplies on the shelves, 
or perhaps the checking of linen, 
bulk storage items, and a myriad 
of other things that the general 
stores may require to be accounted 
for. This tedious task seems almost 
absurd to some of us, but we tol- 
erate it because we realize that it 
is a part of normal hospital opera- 
tion. It would seem that a type of 
inventory might be conducted by 
the personnel of the Central Serv- 
ice Department that would produce 
even more satisfactory results than 
the physical counting of syringes 
and needles, of sponges in cartons 
and sponges in the drawers waiting 
for use. Suggesting itself here is a 
less tangible inventory — one that 
does not lend itself exactly to fig- 
ures, but may well show a signifi- 
cant percentage of increase or 
decrease in efficiency. 

If we can all agree that basically 
we want to become better super- 
visors, or better members of the 
C.S. team, this might prove to be 
an interesting way of measuring the 
effort we put forth to reach the 
higher goal. 

A few ground rules apply. Be as 
objective as possible — some of this 
might strike a little close to home. 
Be as honest as possible — we 
aren’t quite, always, when it comes 
to evaluating ourselves. Be willing 
to act when the results are tabu- 
lated. There is no absolute score — 
the purpose mainly being to indi- 
cate progress — or static existence 
which is actually regression. 
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The results almost tabulate them- 
selves. The questions were pur- 
posely formulated so that a chart of 
improvement might be made easily. 
The last question was, we admit, 
a loaded one. More and more it 
appears important to share these 
matters which are so vital to our 
professional growth and develop- 
ment in this specialty area of hos- 
pital service. We would here em- 
phasize the importance of group 
thinking as it relates to better 
department management. Whenever 


How much time have you given to 
personal, professional development: 
such as college courses, institutes, 
organizational activities? 


To what extent have you contrib- 
uted to the development of better 
procedures in the hospital? 


How would you rate your progress 
toward establishing good inter- 
departmental relations with such 
areas as the medical staff, the op- 
erating room supervisor, the house- 
keeping department, the purchasing 
agent? 


How much has been done toward 
the improvement of your in-service 
training program for C.S. personnel? 


How many contributions have been 
made by the members of the CS. 
department toward the advance- 
ment of the hospital safety pro- 
gram? 


an institute ends, or a regional con- 
ference is over, the comments are 
many indicating that much can be 
gained by exchange of ideas in the 
Central Service field. The beginning 
of a new year is an ideal time to do 
what may have been contemplated 
for a long time. Gather the Central 
Service people in your area and 
form a local association. There is 
much to be gained by meeting to- 
gether periodically, and building a 
united group to study the needs of 
such an important part of the hos- 
pital. Why not -begin tomorrow? 


Less Than 
Last Year 


More Than No 
Last Year Change 
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(Brand of mepi 


CARBOCAINE— 


a unique local anesthetic 


Wt 


th 


‘*.. outstanding features.’” 


Carbocaine combines the best characteristics 
of older local anesthetics with exceptional new 
advantages. 
More potent 
than procaine or lidocaine.” 
e 
Quicker onset of anesthesia 
than obtained with other agents.* 
e 
More prolonged anesthesia 
— lasts several hours.’'* 


Greater safety 

—low toxicity, virtually no vasodilatation,’"* 
epinephrine not required except for hemostasis. 

e 

Local anesthesia extended 
to many more 
patients and procedures.** 
e 
Greater stability 


—no risk of decomposition orloss of potency. 





Carb 








ine|(brand of mepivacaine), trad k reg. U.S. Pat. Off. 





Carbocaine has been found suitable for eld- 
erly or poor risk patients, for patients with 
epilepsy or cardiac disease, as well as for 
many others in whom potent anesthetics are 
generally contraindicated. 


For infiltration and nerve block, caudal and 
peridural block, and therapeutic block in 
management of pain. 


How Supplied: For infiltration and nerve 
block: Carbocaine hydrochloride, 1 per cent 
and 2 per cent, in sterile saline solution, in 
multiple dose vials of 50 cc. For caudal and 
peridural block: Carbocaine hydrochloride, 1 
per cent, in sterile modified Ringer’s solution, 
in single dose vials of 30 ce. 


References: 1. Sadove, M. S.: A preliminary re- 
port on Carbocaine, a new local anesthetic. Sub- 
mitted for publication. 2. Luduena, F. P.; Hoppe, 
J. O.; Coulston, F., and Drobeck, H. P.: The 
pharmacology and toxicology of mepivacaine, a 
new local anesthetic, Toxicol. & Appl. Pharmacol. 
To be published. 3. Rovenstine, E. A.: Personal 
communication. 4. Young, J. A.: Upper arm 
block with Carbocaine (mepivacaine), a new 
anesthetic agent, Anesth. g Analg. To be pub- 
lished. 5. Griesser, Gerd: Erfahrungen mit einem 
neuen Lokalanestheticum, Anaesthesist 6:364, 


Oct., 1957. f , 


Laboratories 
New York 18, N. Y. 
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BASSICK CASTERS CAN 
MEAN BETTER CARE 


A. Series “69” B. “B-Line” 


A. Less work for nurses. Easy posi- 
tioning of beds, bedside and overbed 
tables, X-ray machines, and equip- 
ment stands is made even easier 
with Bassick’s Series “69” casters. 
“Diamond Arrow” two-level ball race 
construction assures easy swiveling. 
Many models available with such fea- 
tures as side brakes, electrically con- 
ductive wheels, and various stem types. 


B. Cleanliness. From operating room 
to sterilizing rooms to kitchen and 
cafeteria, casters, too, can have a 
hand in maintaining maximum clean- 
liness. Ideal for the purpose is 
Bassick’s “B-line,” specially designed 
without cracks or recesses that might 
retain dirt or contamination. Com- 
pletely sealed bearings and aluminum 
metal parts allow steam-cleaning 
without corrosion. 


C. Patient morale. Day-brightener 


THE 

BASSICK COMPANY 
BRIDGEPORT 5, CONN. 
IN CANADA: 
BELLEVILLE, ONT. 





C. Series “68” D. Rubber cushion glide 


for patients can be the appearance of 
the food truck or the library book 
truck. Attendant’s days will be 
brighter, too, if these roll easily and 
maneuver freely on Bassick “Dia- 
mond-Arrow” Series “68” truck cast- 
ers. Suitable for a wide variety of 
other applications too. 


D. Visitor Hospitality ...in recep- 
tion room and patient’s quarters... 
can give a big assist to your public 
relations counsel. One point: See that 
visitor’s chairs and other furniture 
move smoothly and quietly on Bassick 
rubber cushion glides. 


Bassick casters and glides come in 
the widest line available... the right 
caster for every purpose. Their uni- 
formly high quality cuts replacement 
costs and saves on floor maintenance 
too. Let Bassick casters help your 
hospital give better care. 1.10 





Bassick |h2¥ 


A DIVISION OF 





STEWART-WARNER CORPORATION 
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How extensive has been the effort 
toward research projects in CS. 
department? 


How much progress has been made 
in the field of methods improvement 
in C.S. areas? 


What improvement has there been 
in the general morale of the mem- 
bers of the Central Service team? 


What has been done to interpret 
to the other personnel in the hos- 
pital the aims and objectives of 
the C. S. Department? 


What concrete evidence can be 
given of economy measures adopted 
in the department which would 
affect the hospital as a whole? 


How much improvement can be 
noted in the building of the de- 
partment library? 


What steps forward can be noted 
in the review and revision of the 
department procedures manual? 


How much has been done to im- 
prove communications within the 
department? (Are the same old 
notices posted that have been gath- 
ering dust for months?) 


How much has been done recently 
to share with other C.S. people 
some of the problem solving tech- 
niques that have worked for you? 

ie 


Who Live in Shadows 


By Judge John M. Murtagh and Sara Har- 
ris. McGraw-Hill Book Company, Inc., New 
York, Toronto, London. 1959 pp 207 $4.50 


® THE ADDICT, the pushers and the 
laws governing the use of narcotics 
in the United States are the three 
aspects of the problem of drug ad- 


diction considered in this study. The ~ 


sympathetic picture of the addict, 
the fruitless attempts to break 


through the “omerta” of the Mafia — 


and the failure of society to divest 


this organization of its lucrative — 


illicit drug trade point up the need 


for a new approach to the entire 


problem; an approach which in- 
cludes revamping harmful laws and 


popular ideas while increasing on a- 


general scale the knowledge and 


understanding of the problem that — 


exists. 
For their readers, 


jive” which expressions 


the study. 
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NATIONAL ASSOCIATION OF HOSPITAL PURCHASING AGENTS 


Mrs. Orpha Daly Mohr 
Secretary-treasurer 


National Association of Hospital Purchasing Agents 


Chicago Wesley Memorial Hospital 
250 East Superior Street 
Chicago 11, Illinois 


Group Purchasing 


Comes To British Columbia 


by John A. Syme 


Purchasing Agent 

Royal Jubilee Hospital 

Victoria, B. C., Canada 

N.A.H.P.A. National Director for British 
Columbia 


uring the year 1960, Canada’s 

third largest and most westerly 
province became the first in Canada 
to adopt a system of organized Hos- 
pital Purchasing Service, or group 
buying. The name “Hospital Pur- 
chasing Service” is now the correct 
name used, and more properly de- 
scribes the co-operative and ad- 
visory nature of the plan. 

British Columbia, though large in 
area, is rather thinly populated with 
1,606,000 people, most of whom are 
clustered in the South-Westerly 
corner of the province. As a result, 
it has only six large hospitals of 
450 beds and up, and many hospitals 
in the size groups of 25 beds and 
under, 26 to 50 beds, and 51 to 
125 beds, for provincial total of 83 
general hospitals. In addition, there 
are 41 private hospitals and nursing 
homes. Most of the hosiptals belong 
to the British Columbia Hospitals’ 
Association, which performs a sim- 
ilar function to a state hospital as- 
sociation. 
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There is an element of standard- 
ization and cooperation already 
present in the hospitals of British 
Columbia, as this province has had 
a prepaid hospital care plan in op- 
eration since 1948. There was, how- 
ever, a demonstrable need for better 
control of purchasing; for making 
available to smaller hospitals the 
benefits of standards, specifications, 
quality control and inspection, value 
analysis and all of the tools that the 
experienced purchasing agent brings 
to his profession. To this need, the 
B. C. Hospitals’ Association had 
given frequent discussion, and this 
year saw the idea become a reality. 

First formal recording of the idea 
is shown in a convention resolution 
at the B.C.H.A. annual general 
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Pes Honey — go ahead and pick out 
that fur coat 


meeting in Vancouver in October 

“That a committee be 
formed to study the possibility of 
the establishment of a central pur- 
chasing agency for the hospitals of 
B.C.” Such a committee was not 
formed, but the executive-secretary, 
Mr. Kenneth Conibear, kept the 
idea very much in his mind. In De- 
cember, 1959 he talked with a re- 
tired surgical dealer who was look- 
ing for a way to help hospitals, and 
as a result this man, Mr. J. M. Cave, 
was asked to make a study of the 
situation and write a brief outlining 
his findings. 

Mr. Cave studied the books of a 
number of Lower Mainland and 
Vancouver Island hospitals, and 
found many discrepancies in prices 

. in many cases smaller hospitals 
would get a better price for the 
same kind of commodity than a 
larger hospital, and some organiza- 
tion and standardization seemed in- 
dicated. Up until this time the cost 
of the study had been borne by Mr. 
Cave; now the B.C.H.A. voted the 
sum of $250,000 for travel and ex- 
penses—the brief was written—and 
presented to a_ regional council 
meeting in the town of Ganges in 
April, 1960. 

At the Ganges meeting the idea 
of a Hospital Purchasing Plan real- 
ly caught fire, and it was voted to 
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begin the plan as soon as a suffi- 
cient number of hospitals with a 
minimum total bed capacity of 2500 
beds agreed to join it. Each hos- 
pital would pay $50.00 to form a 
fund to begin the plan; this sum to 
be paid back to the hospitals when 
the plan reached solvency. It was 
agreed that hospitals would pay the 
B.C.H.A. a commission on each in- 
voice of goods purchased under the 
plan. The plan merely makes the 
quotations, compares the prices and 
quality, and brings buyer and seller 
together, it does not make the actual 
purchases. 

The first commodities surveyed 
were Tea and Coffee, and the poten- 
tial shown was amazing—38 hos- 
pitals would use 53,000 pounds of 
coffee and the annual saving would 
be $8,000.00 under a quotation se- 
cured by the Purchasing Service. 
The savings appealed so much to 
the hospitals that the plan began at 
once, and has shown a steady 
growth since that time. At this 
writing, there are 49 hospitals with 
4539 adult and children’s beds en- 
rolled in the plan, forming a very 
strong purchasing potential. In June 
of 1960 the man who made the sur- 
vey and wrote the brief was en- 
gaged as director of the Hospital 
Purchasing Service. He works on 
a full-time basis and utilizes a small 
portion of the stenographic and 
clerical help of the B.C. Hospitals’ 
Association office in Vancouver. 

In June of 1960 it was decided to 
ask for the volunteer advisory serv- 
ice of purchasing people in the 
province, and a meeting was called, 
bringing together three purchasing 
agents of large hospitals, two direc- 
tors of the B.C.H.A., and the Direc- 
tor of the Service. Valuable help 
and advice was shared, and it was 
decided to continue to work along 
the lines originally planned, with 
Mr. Cave acting as the “Co-ordina- 
tor” and for him to draw upon the 
help of experts in every line of en- 
deavour in hospitals wherever pos- 
sible. 

One or two side benefits have 
accrued immediately as a result of 
the Service’s ability to react quickly 
and with a united voice when busi- 
ness offers at great savings are pre- 
sented. One such example is goods 
which have had cartons or labels 
slightly damaged in rail, truck or 
ship movements of freight; and 
which are available for quick clean- 
up at bargain prices to large-vol- 
ume buyers. To date, 31 hospitals 
have taken advantage of bargains 
on 420 cases of merchandise under 
these terms. Another benefit being 
considered to help outlying and 
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northerly hospitals with low buying 
volume will be a shared warehous- 
ing and consolidating service. The 
Hospital Purchasing Service will 
hire the services of a pool ware- 
house, to which local free delivery 
of packages will be made in one 
city, and when consolidated into 
one bill of lading and at one fa- 
vorable freight rate, the goods will 
be sent on to the hospital. 

The Service is sending out ques- 
tionnaires now to determine the 
needs of our hospitals in several 
areas where cost savings will be of 
prime importance. Some of these 
are: Paper Goods, Fine Papers, X- 
Ray Films, Intravenous Solutions 
and Sets, Fuel Oil, Linen, Cleaning 
Materials, and Malpractice and Li- 
ability Insurance. In general, items 
which may be classed as “non-con- 
troversial” are being surveyed, but 
the impact of the Service on future 
buying may be clearly seen as we 
move closer to a more desirable 
standardization, and move away 
from the expensive “professional 
preference” kind of purchasing that 
has prevailed in so many hospitals 
in the past. Individual hospitals still 
maintain their autonomy under the 
plan, they may use the item that the 
Service has obtained quotations for, 
or they may choose to let it go by. 

One of the studies conducted by 
the Service attempted to show in 
graphic form the savings that were 
theoretically possible under a sys- 
tem of group buying. The graph 
looks like this: 


Hospitals 


With 25 beds and under 22.7% 

With 26 to 50 beds 

With 51 to 200 beds 

This averages out to 18 + percent sav- 
ings for group buying. 

These savings will accrue to the 
hospitals of the province, and it is 
the hope of the B.C. Hospital Asso- 
ciation that such savings may help 
to foster even better patient care, 
and to enable the taxpayer’s dollar 
to be stretched even farther than it 
is at present. The road may be 
thorny, but the future shows great 
promise. Examples of cooperation 
of this nature are stimulating and 
vital to work with, and the Hospital 
Purchasing Service hopes to offer 
all of the hospitals in British Co- 
lumbia the greatest possible bene- 
fits at the lowest reasonable cost. = 


The $64? 








Permission to reprint this Column 
each month for the National Associ- 
ation of Hospital Purchasing Agents 
was granted by Mr. Frank M. Rhat- 
igan, secretary of the American 
Surgical Trade Association. 








QUESTION: Please advise name of 
manufacturer of a Cervicotome 
described in a medical journal 
article by Drs. Chester and 
Frank as an instrument for bi- 
opsy of the cervix and en- 
docervix. 

ANSWER: The Lawton Company, 425 
Fourth Ave., New York 16, N.Y. 


QUESTION: Who makes the Stan- 
ton needle holder, as seen in the 
Annals of Surgery? 
ANSWER: Manufactured by Max 
Wocher & Son Co., 609-611 College 
St., Cincinnati 2, Ohio. 


QUESTION: Who manufactures a 
plastic, seamless operating room 
glove designed by a Dr. Abild- 
gaard of California? 

ANSWER: Being marketed in 4 test 
areas by Becton, Dickinson & Co., 
Rutherford, N. J., as an examining 
glove. Research and field testing 
by the company continues on the 
same glove for surgeon’s use. 


QUESTION: Who makes a wall 
type tongue blade dispenser— 
plastic or metal—that holds 
about 50 blades? 

ANSWER: Bel-Art Products, Peq- 
uannock, N.J. 


QUESTION: Can you advise who 
is making a cyclo galvanic skin 
recorder to be used with an audi- 
ometer? 

ANSWER: A psychogalvanometer, 
made by Biophysical Research As- 
sociates, Inc., 10493 Santa Monica 
Blvd., Los Angeles 25, California. 


QUESTION: Is there a current sup- 
plier of Beef bone pegs as used 
many years ago in bone surgery? 
ANSWER: Hendon Beef Bone Keys, 
designed by Dr. Geo. Hendon of 
Louisville, Ky., were years ago 
made by Theodore Tafel, 319 S. 
Third St., Louisville, Ky. and could 
be made by them on special order. 
C. DeWitt Lukens Co., 4908 Laclede 
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Ave., St. Louis 8, Missouri have 
done considerable work during the 
last two years with beef bone and 
have on occasion supplied beef bone 
to surgeons and could readily sup- 
ply pegs. The J. F. Hartz Co., 32 
Grenville St., Toronto, Canada can 
furnish and Geo. Berbert & Sons, 
Inc., 1717 Logan St., Denver 3, Colo. 
made some a while back, some of 
which they still have on hand avail- 
able for purchase. 


QUESTION: What company manu- 
factures Trolling wire? 

ANSWER: The Edwards Manufactur- 
ing Company, 2215 S. Michigan 
Ave., Chicago, Ill. 


QUESTION: What is source of sup- 
ply of a Weinberg vagatomy re- 
tractor? 

ANSWER: V. Mueller & Co., 320 S. 
Honore St., Chicago 12, Ill. 


QUESTION: Do you know who 
makes an infant carrier similar 
to a pet carrier, to transport in- 
fants from one part of the hos- 
pital to the other, with facilities 
for oxygen with a mask and hot 
water botile? 

ANSWER: Pragel Portable Incubators, 
Inc., 617 Park Ave., Baltimore 1, 
Md. 


QUESTION: Who manufactures a 
metal slide box for filing micro 
slides vertically? 

ANSWER: The Technicon Co., Chaun- 
cey, IN: Y. 


QUESTION: From whom is the 
Waldhaus trachea indicator 
available? 

ANSWER: Ohio Chemical & Surgical 
Equipment Co., 1400 E. Washington 
Ave., Madison 10, Wis. 


QUESTION: What is the correct 
address of the Nu-Lift Garment 
Co.? 
ANSWER: Nu-Lift Co., Inc., 1021 N. 
Las Palmas Ave., Hollywood 38, 
Calif. 


QUESTION: Who makes the Prait 
Medicon biopsy punch? 

ANSWER: Medicon is the trade name 
of Medicon Meister Instrumente, 
Medicon GmbH, Postfact 394, Wei- 
merstrasse 7, Tuttlingen, West Ger- 
many. This is believed to be one of 
their products. 


QUESTION: Who makes a Lapides 
bag for ileostomy? 
ANSWER: American Cytoscope Mak- 
ers, Inc., 8 Pelham Parkway, Pel- 
ham Manor, N. Y. 
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Kthics in Purchasing 


by H. D. Knox 
Purchasing Agent 


University of Manitoba 
Fort Garry, Manitoba 


or a good many years the first 

task of a purchasing staff in 
hospitals and other institutions was 
to sell the need of a central pur- 
chasing agency. 

Many of you will remember the 
trials of this period. The continual 
pressure on everyone in the pur- 
chasing field to produce quick and 
very visible results, and the con- 
tinued efforts of some department 
heads to maintain control of where 
their requirements would be ob- 
tained. That we have now emerged 
from this period as an integral and 
accepted part of hospital manage- 
ment is indeed a tribute to all of 
you. However, having attained this 
position in the regard of manage- 
ment, we now encounter a new 
danger; there is just the slightest 
possibility that we will now sit 
back and say “What fine people we 
are”, “What great strides we have 
made” — and in so doing take on 
the mantle of complacency and thus 
become less than useless to our 
employers. We must strive — by 
education and by hard work — to 
increase our value to the manage- 
ment team and it is in this regard 
that we consider the topic for dis- 
cussion. 

I have been asked to speak on 
“Ethics in Purchasing”. A broad 
field to consider in one hour, but a 
subject that we must consider and 
reconsider at every opportunity. 

Let us start by establishing what 
is meant by ethics. Various diction- 
aries explain it .... “as a study of 
standards of right and wrong”... 
“that part of science and philoso- 


This paper was presented at the Purchas- 
ing Agents Session held during the As- 
sociated Hospitals of Manitoba's Annual 
Conference. 


phy dealing with moral conduct, 
duty and judgement” . . . “formal 
or professional rules of right and 
wrong” ... Any of these clearly 
indicate that we should examine 
ourselves with a view to determin- 
ing whether we are producing the 
very best that is in us. 

Ask yourselves: will my day by 
day operation standup under a close 
scrutiny — not by the Finance 
Board, not by Auditors, but by my 
own investigations. Let us examine 
our departments under these head- 
ings: 


1) Ethics in relation 
to management. 

2) Ethics in relation 
to our suppliers. 

3) Ethics in relation 
to our own reputation. 


With the firm establishment of 
the principle of centralization of 
purchasing, most hospital managers 
and boards have been content to 
turn over to the purchasing agent 
the sole responsibility for the spend- 
ing of a large part of the hospital 
income. How are these duties and 
responsibilities discharged in your 
department? Are we content to 
establish certain procedures for our 
routine work and then let the pro- 
cedures run on and on without 
review or do we consider our rules 
every so often so that they can be 
amended to meet changing condi- 
tions. How long is it since we have 
examined our methods of obtaining 
prices — is the method still as satis- 
factory as it was when you started 
it? Are the records that are kept of 
purchase reviewed? Do they still 
provide you with the information 
you want? Is there more informa- 
tion than you need? Is our method 
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of checking quality still effective 
— are records of incoming ship- 
ments giving you the story that you 
want, or conversely do they tell you 
more than you need to know? No 
system is ever perfect, therefore, 
we have a constant need to check 
and recheck our methods. 

A common fault in our business 
is to establish a source of supply 
for a product and then continue to 
deal with that source forever. We 
take the attitude that we were right 
last year therefore without any 
more investigation we are right 
always. I submit to you that this is 
as wrong as can be. We should con- 
stantly examine our sources for the 
prices they charge and the services 
they give to ensure that we are 
getting the best available at the 
time. 

How many vendors do we use 
because of convenience? Or because 
their quick delivery covers the 
stupidity of our stock records clerk. 
We are constantly driven by emer- 
gencies in our business and this 
seems to be a part of our inherit- 
’ ance, but do we try to improve our 
system to reduce the number of 
emergencies. I know of one mem- 
ber of our local association who 
boasts of the equipment that he can 
borrow for his company because 
he deals with a certain vendor at 
all times; if he were smart he would 
total the cost of doing business with 
that particular concern. It has been 
my experience that by buying on 
the open market, he could save 
enough to buy outright all the 
equipment that he thinks he is get- 
ting free. Never be satisfied that 
any vendor is the last word in 
filling your needs. 

When we enlist the help of a 
salesman to advise about a certain 
problem, do we have an under- 
standing with them before their help 
is requested concerning whether 
they are to automatically receive 
any business that results from their 
advice. Do we advise them that the 
information they provide will be 
the basis of us asking for a broad 
list of quotations? Do we advise 
them that a straight advisory fee 
will be paid to them for the time 
they have spent on the problem? 
Any of these approaches have their 
merit but your position should be 
made quite clear before you em- 
bark on the project. 

When we receive quotations on 
any commodities, do we use this 
information for our own needs or 
do we bandy the information about 
price to competitors like irrespon- 
sible children. I suppose dickering 
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has its place in purchasing but this 
dickering should not, must not, take 
the form of giving information in- 
discriminately from one vendor to 
another. In some offices it is com- 
mon to heer the statement . . “well, 
your price is $X higher than your 
competitor. If you will bring your 
price down to the price of your 
competitor’s we will be glad to do 
business with you”. This is a wrong 
approach and can be used to drive 
the price down on any given com- 
modity to the point where no one 
can provide the goods without los- 
ing money. In effect, this will even- 
tually drive small firms into bank- 
ruptcy and a bankrupt supplier has 
no value to a purchasing agent. The 
worst effect of such a procedure is 
to have vendors lose out in doing 
business with only one supplier in 
any field. You will then pay the 
penalty by having to take the price 
of this one remaining source, wheth- 
er you like it or not, with the result 
in loss of value to your institution. 
It is smart business to strive at all 
times to keep all vendors interested 
in your business. 

In making contract arrangements 
it is to your benefit to make these 
arrangements as attractive as you 
can to the supplier so that in his 
turn he can reduce his costs of 
handling and this produces a more 
economical price per unit for your 
institution. 

In placing orders and in obtaining 
needs and getting quotations con- 
tinue to strive to arrange your 
ordering so that you can obtain 
shipment as far back on the supply 
line as you can toward the manu- 
facturer. The larger the quantity 
that you contract for, the fewer 
people you have to have serve you 
between the manufacturer and the 
dealer and each person that you 
can cut out means a lower price per 
unit to you. 

Finally what is right and what is 
wrong with the way you treat your 
own reputation in the business 
world. Are you known to be fear- 
less when it comes to defending the 
principles that guide your business 
life? Do you allow personal feel- 
ings to affect your judgment when 
awarding business to vendors? What 
is your attitude toward such offers 
as free meals, week-ends at the 
lake, large Christmas presentations, 
tickets to symphony concerts et al? 
Do you think for a minute that 
such gifts from suppliers are made 
to you because you are good look- 
ing, or because you have a nice 
personality, or that they just can’t 
resist your charm, or are they made 


to influence your judgment. Don’t © 
think for a minute that such things © 
are free. You may not put your — 
hand in your pocket to pay and it © 
may not cost your institution money 
but if you let these things get out © 
of hand then you will pay with a 
piece of your soul, or the loss of 
your self-respect. It has been said, 
and can be considered a great ex- 
ample by which to guide yourself, 
“That if you receive anything in the 
nature of a gift from any supplier 
that you are ashamed to show | 
around the office”, then you are 
treading on dangerous ground and 
should examine your method of 

operation. 

Do you take time to visit other 
departments and to inspect vendors’ 
establishments. Visiting other de- 
partments gives you an opportunity 
to realize you are not the only 
person in the organization that has | 
problems. Visiting vendors’ estab- 
lishments gives you an opportunity 
to assess the potential of any sup- 
plier and will tell you in a minute 
why you seem to have trouble with 
certain suppliers in the manner of 
careless deliveries, or careless ac- 
counting and it will give you an 
opportunity to discuss such prob- | 
lems with the people concerned with 
a view to rectifying the situation. 

When you have stated require- 
ments do you rely solely on those 
firms that call on you regularly or 
do you do a little thinking about 
your needs and about the people 
who should be able to provide you 
with the goods and then endeavor 
to interest them in your business. 
It may be that there are many ven- 
dors who can help you that have | 
just never got around to calling on 
you to introduce themselves. This 
fact should not be allowed to keep 
you from approaching them to ex- 
plain your needs in an effort to 
interest them in your business. Re- 
member my statement of a few 
moments ago which I repeat: It 
pays to keep everybody interested 
in doing business with you. 

In conclusion, I would like to say 
that these headings and their treat- 
ment are just some of the high 
points of how we should treat our 
position in the field of management. 
There are many other headings just 
as important and just as easy to 
overlook. I trust that my short talk 
will help to send you back to your 
various duties better prepared to 
do a steadily improving job of pro- | 
curing needs and services for the 
sake of all concerned and particu- 
larly for the sake of the purchasng 
profession and for yourselves. §& 
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101 — Patient Aid Booklet 


™ SINCE anticoagulants were first 
.made available for long-term ad- 
ministration, the number of patients 
using these drugs has increased 
rapidly. To help the physician in 
instructing his patient about this 
therapy, Endo Laboratories, has just 
released a patient-aid booklet and 
“emergency” identification card. The 
booklet details the nature of anti- 
coagulant therapy, dosage schedule, 
and the importance of close cooper- 
ation with the psysician. Lists the 
symptoms of excessive effect or 
overdosage, so that if they occur the 
patient will promptly contact the 
doctor. Copies of the booklet and 
card are available to physicians, 
without charge. 


102 — Floor Cleaning Equipment 


™ MARKET FORGE COMPANY, has 
published its new catalog describing 
the Green Label Line of floor clean- 
ing equipment. In addition to fea- 
turing photos of the complete line, 
the 8-page, two-color catalog has 
detailed information on each item 
for simplified ordering and refer- 
ence. Copies of this new catalog are 
available upon request. 


~ 103 — Bright Filing Ideas 


® THAT is the topic of a new book- 
let offered to secretaries and office 
managers by the Avery Label Com- 
pany. This handy 16-page booklet 
contains many ideas and much in- 
formation to assist in maintaining 
files with minimum confuson and 
maximum order. Illustrated with 
eye-catching cartoons, the booklet 
presents its filing tips via an easy- 
to-follow series of “ABC’s of Alpha- 
betizing” and “Do’s” and “Don’t.” 


104 — Selector-Visualizer 


™ a HANDY, complete guide to 
Formica laminated plastic engrav- 
ing stock for signs, nameplates and 
specialty items. The pocket-size 
folder shows the nine colors and 
paiterns stocked for immediate de- 
livery. Charts give at-a-glance in- 
formation on finishes, thickness, 
sheet sizes, properties, plus a listing 
of coast-to-coast fabricating facili- 
ties. Printed acetate overlay en- 
ables user to visualize the finished 
appearance of the engraved Formica. 
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105 — Generator Sets 


™ AN EIGHT-PAGE brochure en- 
titled, “GM Diesel Generator Sets 
for Standby and Continuous Off 
the Line Power,” has just been re- 
leased by GM Diesel. Illustrated in 
color, the brochure contains charts 
showing technical data on generator 
sets from 13.5 KW to 260 KW. Other 
sections of the booklet outline spe- 
cific sales features found in the 
GM Diesel generator sets, warranty 
information, and a section on dis- 
tributor-dealer organization. 


106 — Resuscitators 


™ A NEWLY REVISED brochure de- 
scribing and illustrating the vari- 
ous models of “Handy” resuscita- 
tors for rescue work and for use in 
ambulances and hospitals is avail- 
able from National Cylinder Gas 
Division of Chemetron Corporation. 
Installations of Handy resuscitators 
in ambulances, infirmaries and 
plants are illustrated. The brochure 
explains how the units can be used 
as resuscitators, inhalators, or as- 
pirators and lists accessories avail- 
able for use with equipment. 


107 — Curtain Wall System 


™ RELEASE OF A new Thinlite Cur- 
tain Wall System catalog has been 
announced by the Kimble Glass 
Company. Featured in the 12-page, 
full-color catalog is the latest de- 
velopment in their system — color- 
in-the-glass units in both clear and 
prismatic glass tile panels. Also of 
interest to potential users are 
changes and improvements in the 
details of the system to facilitate 
and simplify erection and installa- 
tion. The new catalog also shows 
colors available in either color-in- 
the-glass or ceramic-faced tile and 
describes the system and its ad- 
vantages in detail. 


108 — Glass for Commercial 
Lighting 


= a new booklet illustrating in 
color the use of glass in several 
prominent lighting installations has 
been published by Corning Glass 
Works. The brochure is offered as 
an idea stimulator for architects, 
engineers, contractors and design- 
ers. Information on the lighting 
panels and fixtures is given along 
with the advantages offered by these 
products. Architectural -firms for 
each project are listed. 





New Way to 
Stop Faucet Leaks! 


% 9-in-10 washers are fastened with TOO 
LONG or SHORT SCREWS thus loosen and 
destroy themselves. Leaks quickly follow! 


34 YEARS OF RESEARCH 
REVEALS NEW SOLUTION 


%* New, patented ‘Sexauer’ SELF-LOCK screws 
have imbedded expanding NYLON PLUG. 
They lock at required depth AUTOMATI- 
CALLY, hold washers firmly! Made of MONEL, 
they are rustproof, non-corroding. Heads 
can’t twist off. Screw slots can’t distort. 


% NEW, improved ‘Sexauer’ EASY-TITE faucet 
washers are made of super-tough, pliable 
du Pont compound (not rubber or fibre). 
Reinforced, like a tire, with a vulcanized 
layer of Fiberglas, they resist distortion 
and splitting from shut-off grind and 
squeeze, 


%& Faucet leaks repaired with ‘Sexauer’ EASY- 
TITE washers and SELF-LOCK screws out- 
‘last ordinary repairs ‘6-to-1”! 


HIDDEN COSTS OF FAUCET LEAKS! 


Hackensack, N.J. Water Co. and Ameri- 
can Gas Association figures prove stopping 
just ONE PIN-HOLE SIZE (1/32”) LEAK 
saves you 8,000 gal. water quarterly. A HOT 
WATER. FAUCET LEAK repair saves you 
over $7.58 QUARTERLY in fuel and water 
bills. Fewer leaks also produce important 
savings on MATERIALS, LABOR and 
COSTLY FIXTURE REPLACEMENTS! 


A ‘Sexauer’ Technician will make avail- 
able our NEW Catalog, Edition “J”, listing 
our entire line of over 3,000 TRIPLE-WEAR 
plumbing repair parts and tools. He will 
survey ‘your fixtures, determine the repair 
parts needed and establish 
an efficient stock arrange- 
ment and control to prevent 
costly overstocking or 
shortages. You get this 
service without obligation. 

Act now! 


"J. A. Sexauer Mfg. Co., Inc., Dept. AF 
2503-05 Third Ave., New York si, N. y. 


Please send mea copy of your Catalog “‘J”’ 
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PROOUCT NEWS & LiteRatuRe 


For more information, use yellow postcard inside back cover. 


109 — Ornamental Grillework 


® coLor is now available in this 
styrene ornamental grillework, 
which is used to create exciting in- 
teriors and exteriors for buildings. 
The panels and framed assemblies 
can be factory painted in the cus- 
tomer’s choice of colors in alkyd 
resin enamels. Color can be molded 
into the grillework at a premium 
cost on very large orders. Standard 
color is a semi-gloss natural white. 
Designs are available for both tra- 
ditional and contemporary decors. 
Can be used as space dividers, see- 
through partitions, screens of all 
variety, organ grilles, drop ceilings, 
railings and many other uses. (Hol- 
comb & Hoke Mfg. Co.) 


110 — Examination Glove 


® THIS PLASTIC disposable examina- 
tion glove, made from a polyvinyl 
formulation, offers extraordinary 
sensitivity. The glove has no seams, 
and is strong enough for any type 
of digital examination. The thin 
glove’s advantages include: low 
enough in cost to be disposable; 
eliminates time-consuming and 
costly after-use handling; and have 
very good fit. (Becton, Dickinson & 
Co.) 
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111 — Vinyl Wallcovering 


= A NEW LINE of fabric-backed 
wall-coverings offering 14 different 
patterns ranging from plain em- 
bossed to woodgrains, stripes and 
geometrics. Over 140 colors based 
on best selling wall colors, from 
pastel to deep hues. All are com- 
pletely washable and highly re- 
sistant to fading and abrasion ac- 
cording to the manufacturer. The 
line offers two basic qualities: Vik- 
ing with mildew-resistant fabric 
backing and flame-resistant viny]; 
and Monitor or Alamo qualities, 
elastic fabric-backed for heavy- 
duty applications. The entire line 
meets VA Specifications. (Masland 
Duraleather Company) 


112 — 125 KW Generating Set 


= A NEW SET especially developed 
to meet emergency requirements in 
institutions and hospitals. The ma- 
jor features are the unitized com- 
pact design incorporating the com- 
pany’s generators, available in all 
standard voltages equipped with 
either close regulating static. or 
rotating exciters, and voltage regu- 
lators. The generator is driven by 
a V8 Roiline engine and can be 
equipped with gasoline, natural gas, 
or propane carburetors. A variety 
of controls, throw-over switches, 
safety and signal devices are also 
available to meet every require- 
ment. (Katolight Corporation) 


113 — Planter Boxes 


® THESE new planters are ideal for 
lobbies and waiting rooms. They are 
made of pre-cast lightweight stones, 
in pre-fabricated portable units. 


Priced to sell at $39.95 and up. Five 
models (with and without legs); 
two colors. Each unit is furnished 
with a Fibreglas, leak and rust- 
proof liner, suitable for natural or 
artificial plantings. (Pre-Fab In- 
dustries) 


114 — Patient Comfort Kits 


® KITS CONTAIN items every patient 
needs and appreciates. The items 
include: T.L.C. body lotion and 


kerchiefs, mouth wash, comb and 
toothbrush. A choice of additional 
items can be made, if desired. De- 
signed to fit into the bedside caki- 
net, these kits are pre-packaged to 





assure positive cost control, simpli- 
fy hospital procurement and han- 
dling, reduce inventory, minimize 
storage and stockroom problems 
and eliminate loss and waste. Kits 
can be personalized with the hos- 
pital name and message in quantity 
lots. A choice of colors is also pro- 
vided with special orders. (Mei- 
necke & Company, Inc.) 


115 — Reflect-all Illuminator 


= weaL for inspection of small 
components, microscope illumina- 
tion, close-up production work, 
typing and a score of other uses. 
Illuminator provides low-cost, con- 
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centrated yet diffused light where- 
ever needed. The unit features a 
special internally % silvered and 
semi-frosted tubular bulb of 40 
watts. A special, easily removable 
spot-lens is supplied to permit fur- 
ther concentration of light when 
required. The unit has a metal base, 
finished in brown, 12-inch long 
gooseneck, and a 6-foot cord. Priced 
at $9.95 postpaid for complete lamp, 
bulb and spot-lens. (Edmund Sci- 
entific Company) 


116 — Plastic Plate Rack 
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™ THIS NEW RACK, has been added 
to the line of the company’s dish- 
washing products. Because of unique 
all-plastic construction this plate 
rack weighs only 4 pounds, yet is 
a full 1934” by 1934” for maximum 
plate capacity. It is designed so that 
it takes up very little space when 
not in use. One-piece construction 
requires no maintenance, will with- 
stand hard use. (Raburn Products, 
Inc.) 


117 — Disposable Ash Tray 


® A NEW TYPE of ash tray, which 
can be quickly mounted to or re- 
moved from vertical surfaces. Par- 
ticularly useful for convention 
groups, tray may be used in lob- 
bies, offices, reception rooms, wash- 
rooms and other locations. In hos- 
pitals, it brings new convenience to 
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smoking patients when mounted on 
bedside tables or wheelchairs. Ash 
trays are shipped flat and can be 
quickly set up. Made of heat-re- 
sistant foil laminate and have their 
own adhesive mounting. (Trayco) 


118 — Non-Aerating Dishwashing 
Compounds 


8 TWO NEW compounps that im- 
prove the efficiency of mechanical 
dishwashers by preventing excessive 
foaming resulting from aeration of 
the solution are available. The com- 
pounds guard against foam caused 
by normal accumulation of soils in 
the wash solution and the use of 
incomplete dishwashing compounds. 
The products resulted from a thor- 
ough investigation of aeration prob- 
lems conducted by the company’s 
research laboratories. The study 
showed that aeration reduces pump 
pressure by 50% or more. In addi- 
tion, both products provide soil- 
penetrating action water softening, 
and complete control of foam. (Di- 
versey Corp.) 


119 — Wound Evacuator 


™ A IMPROVED METHOD for con- 
stant removal of Hematoma, follow- 
ing operative care of osteomyelitis, 
deep tissue abscesses and other 
large surgical incisions. The neces- 
sary units, consist of a small non- 
pyrogenic plastic tube having a 
perforated section to be imbedded 
in the wound, a special needle for 
placing the wound tubing, Y con- 
nector and large tubing, and a 400 
c.c. suction evacuator. All parts are 
disposable. This treatment helps 
eliminate or prevent infection; de- 
creases pain; aids in quicker heal- 
ing and recovery. Use of this unit 
also decreases dressing changes, 
linen changes and general floor duty 
work. (Zimmer Mfg. Co.) 


120 —- Dual-Hite Hospital Bed 


“" A NEW motorized hospital bed 
that costs little more than most 
manually operated beds. Features a 
revolutionary motorized spring that 
has built-in variable height fea- 
tures. When bed is in its flat posi- 
tion, the fabric height is 2214”, a 
convenient height for doctors and 
nurses. To obtain the variable 
height feature the patient engages 
a small lever and raises himself 
with the motor operated spring. As 
the head end comes up, the thigh 
and foot sections lower to a fabric 
height of 17%”, perfect for even 


the smallest patient to get out of 
bed easily. Standard posture posi- 
tions can be obtained with the 
spring by disengaging the lever so 
head and knee sections of the spring 
operate in the normal manner. 
(Simmons Co.) 


121 — Surgical Masks 


™ TWO NEW, disposable surgical 


masks, both capable of more than 
90% bacteria filtration, will soon be 
available across the country. The 
mask worn by the girl on the right 
features high filtering action over 
the entire surface of the fabric, 
while the filter of the other mask is 
newly developed for high bacteria 
resistance, is heat-sealed to a thin, 
flexible plastic. Both masks are 
made in one size, fit any face. The 
formed fit of the masks prevent the 
escape of air around the edges, elim- 
inating eye-glass fogging and give 
an unobstructed field of vision. 
(Minnesota Mining & Mfg. Co.) 


= FEELING DEPRESSED now and then 
is a perfectly normal thing, and par- 
ticularly when it happens on Mon- 
day. On Sunday, most people eat, 
work, and sleep according to a 
schedule sharply different from their 
normal one. This throws them 
slightly out of gear, and the mild 
disorder that results is to blame for 
the feeling the next day that noth- 
ing is really worthwhile. a 
— Newsletter, Industrial Psychol- 
ogy, Inc. 
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First from American 





New ideas, 
new products 
or 


obstetrics... 


through one service expert! 


: 3 ” Owen Trimble was a midwestern 
American representatives understand obstetrics hospital executive when he decided 
4 ao to change to a sales career. That 
needs. They offer valuable experience and expert counsel in haine 44-ehais an, at haa 
every hospital area... and the widest, most complete selec- an American Representative ever 
: s ° since. His special know-how and 
tion of products and services in the field. You can rely on lesa dabailemes thiks Sede sae 
American’s reputation for quality and for prompt, depend- able to the people he serves by 
. ° ey ° helping them meet challenging new 
able delivery. Your man from American is dedicated to eaddaia as wail x Git eeccuas 
your hospital’s best interests . . . call him with confidence. needs. 


The First Name ' 
an Hospital Supplies 


2020 RIDGE AVE., EVANSTON, ILLINOIS Regional Offices: Atlanta « Boston e Chicago e Columbus e. Dallas 
Export Department: Flushing 58, L. I., N. Y., U.S. A. In Canada—Fisher & Burpe, Division of American Hospital Supply Corporation (Canada) Limited, 











OUR 64th YEAR 
WOOD IWAR DSsE4* 
IN) 1. Wabash: Chit wo, HI. 


ounais of, the counseling Sorwice to 
the medical progpebbion, sowing medicine 
with distinction overhalf a centur# 


POSITIONS OPEN 


ADMINISTRATORS: (a) Dir med educ; 
fully-accred 350-bd hen vol hsp; 40 res & 
intrn $15-$18,000 plus exc benefits; S. (b) 2- 
unit 575-bd full accred hsp; exper req; $12,- 
000; S. (c) JCAH 140-bds; attrac coll twn 
90,000; W. (d) Pref w/degree; 120-bd full- 
accred gen hsp; gd sal, outstandg oppor; SW. 
(e) Adm ofc; univ hsp, 650-bds; duties, dir 
clin diagnoste labs; dept hd status; $8,000; 
SE. (f) Asst exper OP & internal hsp affairs; 
270-bd hsp-clinic; very substant; Calif (g) 
Asst; 700-bd full apprvd; able assume duties 
of adm during his absence; $12,000, increasng 
$14,000; MW. (h) Adm Asst; Hsp Council; 
10 member hsps; sal open, about $7200; MW. 


ADMINISTRATIVE POSTS: (i) Compt; 
350-bd, gen vol full-accred hsp; about $9- 
$11,000; univ city; MW. (j) Personnel dir; 
50-man grp & lge full apprvd rsrch & tchng 
hsp reqs hsp exp; Mid E. (k) Purchasing dir; 
to head purchasng, 26 allied hsps, reqs expd 
man pref w/hsp backrnd; to $9000 as start; 
univ med center; 300,000; E. 


POSITIONS WANTED 


ADMINISTRATION: FACHA: MBA (hsp 
adm), Univ of Chgo; 4 yrs, asst Supt, 350-bd 
hsp; 6 yrs, Adm, 300-bd rsrch hsp; seeks 
assn w/lge univ-affil, excl hsp; age 36. 


ASSISTANT ADMINISTRATORS: (a) 
MHA (Chgo); post-grad wk, Harvard; 7 yrs 
exper, hos field, accountng & adm; 5 yrs 
Asst-Prof, Bus Adm; seeks asstshp 500-bds 
up. (b) 26; MBA (hsp adm); res 500-bd 
univ hsp; 2 yrs, asst 50-bd hsp; seeks asst 
hsp over 150-bd; any loc. (c) MSHA; re- 
cently complt’d Adm res; seeks asst adm, 50- 
150-bd hsp; pref MW. 


ANESTHESIOLOGIST: Dipl; seeks direct 
dept lge community hsp or hsp job w/aca- 
demic rank; excep experience; pref E 


PATHOLOGIST: Univ trnd; since ’56, 
chief 350-bd hsp, Dipl, both branches; seeks 
greater oppor; highly recommended. 


RADIOLOGIST: Dipl, diag & ther; 5 yrs, 
assoc rad, 500-bd hsp; seeks Chiefshp; small 
or med size hsp; middle 30’s. 





FOR RESULTS 
THAT COUNT — 


In a recent issue, surveys 
showed that one out of every 3 
readers were definitely interested 
in the classified ads. 

To fill a job, get a job, sell 
equipment, or to fill your needs, 
use the classified pages of HOS- 
PITAL MANAGEMENT. 14,000 sub- 


scribers — over 56,000 readers! 














JANUARY, 1961 


On The Dignity of Dying 


= When we shed this garment we 
call life, we are entitled to do so 
with dignity. Not as so many pa- 
tients in extremis do, in a tangle of 
glass jars, pipettes, tubes and 
needles in veins, mouth, nostrils and 
bladder, or strung up on a cot with 
ropes, bars, pulleys and weights 
like some sort of fowl. This business 
of delaying the final unconscious 
gasp is ridiculous, cruel and dis- 
respectful, both to life and to death. 
I have heard it said, “She was kept 
alive for many days by intravenous 
feeding—and she was completely 
unconscious from her third stroke.” 
Such purposeless vanity! 

From early childhood, I knew 
and loved a little woman of Scot- 
tish-Irish extraction who never 
weighed over 100 lb. When she was 
90 she went on a shopping spree and 
fell and broke her hip. In the hos- 
pital, there were 36 ft. of bars, 60 
ft. of rope, and several weights and 
pulleys over her cot, and she the 
center of it all. 

On the twelveth day, she said to 
me, “There is no use dying twice. 
She turned her face to the wall and 
refused all food. Her doctor, kindly 
and sensibly removed all the rig- 
ging. Her dying had the dignity of 
a brave spirit leaving this life for 
the unknown adventures of eternity. 
She had had two grandsons killed 
in action in 1943 in the R.C.A.F. Her 
death was akin to theirs: one of 
choice. With each, life’s full pur- 
pose had been achieved and they 
accepted the cloak of immortality as 
a natural thing. She was my mother. 

This body which has served us 
so well in life will have its agony 
at being bereft of us. But we will 
relinquish it to the sunshine, air, 
earth and water from whence it 
came. Tears are natural, for the 
valley is dark and dreadful with 
pain. But beyond it lie the rich 
realms of man’s next adventure 
through time and space. 

Doctor, respect death, and accord 
it the courtesy it deserves. 


J. E. Giusy, M.D. 


Sault Ste. Marie, Ont. 
April 20, 1960. 


[Through Dr. Gimby’s soliloquy 
there runs the Psalmist’s appeal: “O 
spare me a little, that I may recover 
my strength before I go hence and 
am no more seen.”—Eprror.] 


—From the Canadian Medical As- 
sociation. Journal, May 28, 1960, p. 
1137. 





UL OS 
IN QUALITY 
AND ECONOMY 


STOPPERLESS* 
WATER BOTTLES 


by SEAMLESS 


An original by Seamless. Still tops 
in ‘quality, Stopperless is made for 
long-term economy second to none. 
To ensure long life the neck rubber 
is compounded daily—the neck 
clamp is made of stainless steel 
formed to permit easy loading of 
both water and ice. 

For simplicity of use, patient com- 
fort, plus the economy of long prod- 
uct life, order Stopperless Water 
Bottles by Seamless. Leading hos- 
pitals throughout the country do. 


HOSPITAL DIVISION 


THE SEAMLESS RUBBER COMPANY 


NEW HAVEN 3, CONN. 


For more information, use yellow postcard inside back cover. 91 





Letters to the Editor 


My dear Doctor Letourneau: 


I was delighted to see, in the December issue of our 
favorite hospital journal, that Doctor Bluestone’s column 
was in once again (we missed it last month). 

I have been associated with hospitals since 1925, and 
I can assure you that I still further my education by 
reading this, the best of all columns on the subject of 
Hospital Administration. I am sure that the younger ad- 
ministrators would save themselves a lot of headaches 
if they would pay particular attention to Doctor Blue- 
stone’s comments. 

With kind regards. 


Very sincerely yours, 


John F. Crane, Director 

The Paterson General Hospital 
NO.660 Paterson 3, New Jersey 
Wall-Saving Easy Chair 


Rubber cushions and platform 
Size scaled to small room use 


Wide assortment of chairs and tables. See your dealer 
_ or write us for our distributor’s name. 


AMERICAN CHAIR COMPANY 
oe ufacturers: _ 


From the 


Consultant's Notebook 


by E. M. Bluestone, M.D. 








Have you too noticed a post- 
Christmas let-down among certain 
of your employees and, if so, does it 
suggest anything to you? 

oe 


Good hospital design (the archi- 
tect’s gift to the hospital) can be a 
very helpful contribution to auto- 
mation in the institution. It can 
save time, energy, and even money, 
all of which can improve and ex- 
tend the work of the personnel. 

* 

“There is many a slip between 
the cup and the lip” in the dietary 
department of the hospital and, in 
the absence of a policy of individ- 
ualization of care, it can ruin an 
otherwise good therapeutic plan. 

oe 


Information about hospitals and 
hospital people is sometimes part 
of the stock-in-trade of visiting 
salesmen. They often use it to at- 
tract customers. At its best it is 
fresh, interesting, useful, and some- 
times startling. At its worst, it 
sometimes takes on the semblance 
of an occupational disease. (Some 


of my best friends are salesmen!) 
e 
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Subsidize, and transform, a com- 
mercial insurance company so as to 
nullify the profit motive and you 
have Blue Cross, among other health 
insurance plans. Food for thought! 

e 

You must be prepared for a rea- 
sonable amount of waste in your 
Pharmacy as a result of obsoles- 
cence. Never try to salvage out- 
moded preparations when better 
ones come on the market. 

e 

Here is a theme for you: “How to 
make the hospital attractive” to 
everyone—patient, doctor, person- 
nel, philanthropist and journalist. 

e 

The following quotation from 
Pasteur should appear in the annual 
reports of hospitals: “On ne de- 
mande pas a un malheureux ‘De 
quel pays ou de quelle réligion es- 
tu?’ On lui dit ‘Tu souffres; cela 
suffit, tu m’appartiens et je te soul- 
agerai.’” 

@ 

It requires intelligence to take 

advantage of opportunity. 
@ 


“Actions speak louder than 
words” in the hospital as we all 
know but, unfortunately, there are 
instances where words speak louder 
than actions. This occurs when Na- 
ture denies the cure to us in spite of 
our best efforts. 

e 

If such equipment in the hospital 
as the cobalt bomb, to take only one 
example, would fully justify the 
pride, the prose, and the poetry 
which the public-relations men lav- 
ish on it, how much happier we 
would all be! 

° 

In the therapy of illness the role 
of the patient is passive while the 
role of his attendants (professional 
and nonprofessional) is active. 

© 

Every hospital is a philanthropic 
hospital no matter whether it is in 
the public, voluntary, or proprie- 
tary classification. 

e 

Beware of the snap diagnosis in 
the Admitting Office, particularly 
in relation to curability. 

° 
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